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Abstract 
Background: African Americans have the highest lung cancer mortality rates compared to other 
ethnic groups.  Smoking cessation programs have reported low quit attempt rates in racially 
diverse groups, including African Americans (Asvat, Cao, Africk, Matthews, & King, 2014).  
The Doctor of Nursing Practice (DNP) evidence-based practice project assessed smoking 
behaviors and lung cancer screening beliefs of African American smokers in Philadelphia, PA.  
The ecological model for health promotion guided the DNP project objectives to identify factors 
influencing smoking behaviors and resources needed for patient-centered smoking cessation and 
lung cancer screening programs.  Methods: Two focus groups were conducted with African 
American smokers in Philadelphia, PA using semi-structured questions.  The Contemplation 
Ladder assessed readiness to quit smoking.  Heaviness of Smoking Index (HSI) evaluated 
nicotine dependence.  The Rapid Estimate of Adult Literacy in Medicine-Short Form (REALM-
SF) assessed reading levels.  Thematic data analysis identified factors influencing tobacco use 
and resources to develop a patient-centered program.  Results: The Contemplation Ladder mean 
score of 5.8 indicated thoughts of quitting smoking but not ready.  The HSI 2.25 mean score 
indicated moderate nicotine dependence.  The reading level was 7- 8 grade using REALM-SF.  
Health reasons influenced thoughts of quitting smoking.  Cigarette taxes resulted in decrease in 
smoking and finding cheaper locations to buy cigarettes.  Participants were not aware of lung 
cancer screening tests.  Significance and Implications: Leadership of DNPs is crucial to address 
nicotine dependence in African American smokers in Philadelphia, PA.  The Nurses for Tobacco 
Cessation program provides a framework for DNPs to develop patient-centered programs. 
Keywords:  African Americans, lung cancer, screening, smoking cessation 
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Smoking Cessation and Lung Cancer Screening 
Focus Groups in African American Smokers 
Lung cancer is the leading cause of cancer deaths in adults (Siegel, Miller, & Jemal, 
2015).  African Americans in Philadelphia, PA have the highest lung cancer mortality rate of 
64.1 per 100,000 compared to other ethnic groups for the years 2008 - 2012 (National Cancer 
Institute [NCI], 2015).  Cigarette smoking is a preventable risk factor in developing lung cancer 
(Slopen et al., 2012).  Smoking cessation programs have reported low point prevalence 
abstinence and quit attempt rates in racially diverse groups, including African American smokers 
(Asvat et al., 2014; Webb, 2009).  Health literacy, socioeconomic status, and psychosocial issues 
have been reported as factors that influence smoking cessation behaviors (Kendzor et al., 2012; 
Rosenthal et al., 2013; Slopen et al., 2012; Stewart et al., 2013).  Web based programs and 
tobacco quit lines have been developed to promote smoking cessation.  Despite these initiatives 
African Americans in Philadelphia continue to experience lung cancer disparities in mortality 
rates compared to other ethnic groups. 
Lung cancer screening to detect tumors in earlier stages has been demonstrated to reduce 
the mortality rate from any cause by 6.7% in high risk populations with low dose computed 
tomography (Aberle et al., 2011, p. 403).  Cultural perceptions of radiologic tests may influence 
the use of lung cancer screening programs by racially diverse groups (Jonnalagadda et al., 2012).  
Leone et al. (2015) emphasized the need to evaluate psychosocial factors that influence tobacco 
use in racially diverse groups.   
The readiness to quit smoking using the Contemplation Ladder has been evaluated in 
cross sectional studies with parental smokers and adult smokers participating in an alcohol abuse 
program, including African Americans (Kanis, Byczkowski, & Mahabee-Gittens, 2014; Martin, 
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Rohsenow, MacKinnon, Abrams, & Monti, 2006).  A randomized controlled trial used the 
Contemplation Ladder in a culturally adapted smoking cessation program for African American 
smokers (Webb, 2009).  As a result, patient-centered smoking cessation and lung cancer 
screening programs must be developed with input from African Americans in Philadelphia, PA 
to reduce lung cancer health disparities. 
Problem Statement 
African Americans in Philadelphia, PA did not achieve the annual goal of the Centers for 
Disease Control and Prevention (CDC) Healthy People 2020 objective to reduce lung cancer 
mortality rates to 45.5 per 100,000 (NCI, 2015).  The economic impact of tobacco use (2006 - 
2010) was $167.5 billion in U.S. healthcare costs from Medicare, Medicaid, Indian Health 
Service, private insurers, municipal programs, and other financial resources (Xu, Bishop, 
Kennedy, Simpson, & Pechacek, 2015).  The DNP should develop patient-centered initiatives to 
address this public health issue.   
PICOT 
The examination of factors influencing tobacco use and lung cancer screening is 
warranted to develop a patient-centered program and address the needs of African American 
smokers in Philadelphia, PA.  The DNP PICO question is, What is the influence of smoking 
behaviors and lung cancer screening perceptions of African American smokers in Philadelphia, 
PA on the readiness to quit smoking? 
Study Purpose 
In collaboration with the Fox Chase Cancer Center Office of Community Outreach two 
focus groups were conducted with African American smokers in Philadelphia, PA.  The DNP 
evidence-based project objectives were to: (a) evaluate the readiness to quit smoking using the 
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Contemplation Ladder, (b) identify factors that influenced smoking behaviors, and (c) identify 
key components needed to develop a patient-centered smoking cessation and lung cancer 
screening program.   
Theoretical Framework 
The ecological model for health promotion (McLeroy, Bibeau, Steckler, & Glanz, 1988) 
guided the DNP project objectives.  The ecological model for health promotion is comprised of 
five interrelated domains that influence health behavior change: (a) intrapersonal, (b) 
interpersonal, (c) community, (d) institutional, and (e) public policy (McLeroy et al., 1988).  
Intrapersonal factors are comprised of personal beliefs and perceptions that influence smoking 
behaviors (McLeroy et al., 1988).  Interpersonal factors include the influence of family, partners, 
and friends on decision-making to quit smoking (McLeroy et al., 1988).  Community factors 
such as cultural perceptions of the medical system and economic factors impact participation in 
smoking cessation and lung cancer screening programs (McLeroy et al., 1988).  Institutional 
factors include accessibility to healthcare organizations for smoking cessation programs or 
company policies on hiring smokers (McLeroy et al., 1988).  Public policy factors include 
cigarette tax and prohibition of smoking in restaurants to impact smoking behaviors or reduce 
second hand smoke exposure (McLeroy et al., 1988). 
Literature Search Strategy 
A literature search was conducted in PubMed, CINAHL, and PsycINFO databases.  The 
search in PubMed, CINAHL, and PsycINFO databases utilized the following Medical Subject 
Headings: (1) tobacco use, (2) smoking cessation, (3) African American or Black smokers, (4) 
lung neoplasms or lung cancer or pulmonary neoplasms, (5) cancer screening, (6) African 
American or Black smokers and cancer screening, (7) African American or Black smokers and 
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lung neoplasms or lung cancer or pulmonary neoplasms, (8) African American or Black smokers 
and smoking cessation, and (9) tobacco use and African American or Black smokers.  PubMed, 
CINAHL, and PsycINFO databases were searched for studies in English with a publication time 
frame of 5 years (2010 – 2015).  For CINAHL the search filter exclude MEDLINE records was 
applied to decrease duplicate manuscripts.  Publications retrieved included systematic reviews, 
randomized controlled, cross sectional, and qualitative studies.  References from retrieved 
studies were evaluated to obtain additional original publications. 
Critical Appraisal Tool 
The Strengthening the Reporting of Observational Studies in Epidemiology (STROBE) 
checklist (Von Elm et al., 2007) was used as the critical appraisal tool.  The STROBE checklists 
are comprised of 22 items, including data sources/measurement, statistical methods, and 
outcomes data to assess observational studies (e.g., cross sectional) (Von Elm et al., 2007, p. 
1626).  The STROBE checklist was used to assess randomized controlled and qualitative studies 
selected from the literature search due to the comprehensive list of 22 items.  Seventeen studies 
were selected from the literature search and appraised with the STROBE checklist as described 
in Appendix A:  cross-sectional (n = 13), randomized controlled (n = 2), systematic review (n = 
1), and qualitative with focus groups (n = 1).   
Participants in the selected studies were (a) age ≥ 18 years, (b) smokers and non-smokers, 
(c) African American, White, Hispanic, and other races, and (d) recruited from U.S. urban (n = 
10) or urban and suburban (n = 7) settings.  The literature review was performed by (a) smoking 
cessation programs, (b) socioeconomic and psychosocial factors that influence smoking 
cessation in African American smokers, (c) health literacy, (d) use of electronic cigarettes, (e) 
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lung cancer screening, and (f) readiness to quit smoking using the Contemplation Ladder to 
develop the focus group question guide. 
Review of Literature  
Smoking Cessation Programs 
Liu et al. (2013) conducted a systematic review of ethnic minority groups (African, 
Chinese, and South Asian American) smoking cessation studies published from January 1950 to 
April 2013.  Liu et al. (2013) selected 28 studies for review.  Key findings were 13 of 28 
(African American n = 11, Chinese n =2) studies smoking cessation endpoints (quit rates, quit 
attempts, or reduction of cigarettes smoked) were statistically significant (Liu et al., 2013).  
Culturally adapted versus standard programs were compared in 6 studies (African American n = 
5, Chinese American n = 1; Liu et al., 2013).  Of the culturally adapted interventions, 1 African 
American program with tailored counseling and community outreach reported increased quit 
rates at 12 months (Liu et al., 2013).  A key limitation of the systematic review was non-
reporting of quit rates, quit attempts, and smoking cessation rates to classify interventions as 
ineffective or effective. 
Webb (2009) evaluated a culturally developed smoking cessation program for African 
American smokers from an urban setting and randomized participants to single mailing standard 
booklet, Free Yourself (n = 128) versus printed cultural, Pathways to Freedom booklet (n =127).  
Key results were (a) no statistical differences in abstinence rates for the overall population in 24 
hour (21%) and 7 day (16%) point prevalence abstinence rates, (b) culturally developed booklet 
group was satisfied with the smoking cessation content versus standard booklet group (p = .03), 
(c) readiness to quit smoking mean scores were higher for the standard booklet versus culturally 
developed booklet group (8.22 vs. 7.27, p = .01), and (d) standard booklet group more likely to 
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attempt quitting smoking versus culturally developed booklet group (p = .03; Webb, 2009).  A 
Contemplation Ladder score of ≥ 8 indicated an increased readiness to quit smoking (Biener & 
Abrams, 1991).  Study limitations were (a) attrition of participants in cultural (2 never received 
booklet, 34 lost to follow up, and 6 discontinued) and standard (1 never received booklet, 27 lost 
to follow up, and 5 discontinued) booklet groups and (b) lack of follow up with participants to 
provide additional smoking cessation interventions with behavioral counselors and nicotine 
replacement therapy (Webb, 2009). 
Asvat et al. (2014) evaluated the smoking cessation Courage to Quit 6 (n = 945) and 3 (n 
= 549) week programs in racially diverse groups (African American n = 704, White n = 359, 
Hispanic n = 211, other n = 210) groups from an urban setting.  The intent to treat analysis 
findings were (a) 7 day point-prevalence abstinence rates, 19% vs. 17%, OR = 1.18; 95% CI [.88, 
1.58], p = .28, (b) no statistical difference between African American and White groups in quit 
rates, and (c) Contemplation Ladder mean score of 6.9 (Asvat et al., 2014).  Key study 
limitations were (a) completion rates for 6 and 3 week programs, 53% and 75%, respectively 
from an urban based program (Asvat et al., 2014) and (b) lack of long term evaluation of point 
prevalence abstinence rates.  
Larson et al. (2009) evaluated smoking prevalence in (a) North Nashville Tennessee 
using the Nashville CDC REACH 2010 Risk Factor survey data (n = 4,578) with 98% of sample 
African Americans and (b) White (n =14,499) and African American (n = 1,989) groups in 
Tennessee using the CDC Behavioral Risk Factor Surveillance System data from 2001 to 2005.  
The Nashville CDC REACH 2010 program utilized multiple approaches within the community 
including local business owners to promote smoking cessation programs (Larson et al., 2009).  
Key findings were (a) “statistically significant decreasing linear trend for daily smoking (p < .02) 
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in North Nashville, (b) statistically significant decreasing linear trend for daily smoking in North 
Nashville males (p = .001), and (c) statistically significant increasing trend (p < .01) in smoking 
cessation for White Tennesseans” (Larson et al., 2009, pp. 315-318).  Findings suggest that 
community smoking cessation initiatives were effective in decreasing daily tobacco use in 
African Americans in North Nashville, TN over a 5 year period.   
Bacio, Guzman, Shapiro, and Ray (2014) reported African American (n =155) daily 
smokers compared to non-Hispanic White smokers (n =159) from urban and suburban settings, 
with a history of heavy alcohol consumption had more unsuccessful quit attempts (χ2 = 5.2, p 
< .05).  African American smokers were unsuccessful in quit attempts despite reporting negative 
factors related to tobacco use, including the taste of cigarettes (Bacio et al., 2014).  The key 
study limitation was generalization of findings to African American and non-Hispanic White 
smokers without a history of alcohol abuse.   
Socioeconomic and Psychosocial Factors 
Kendzor et al. (2012) reported in African American smokers (n = 379) individual income 
levels ≥ $30,000, OR = 2.37, 95% CI [1.18, 4.78], p = .02 increased the likelihood, and 
neighborhood unemployment decreased the likelihood, OR= .97, 95% CI [.95, .98], p < .0001, 
for smoking abstinence over a time period of 3 days to 26 weeks from an urban setting.  A key 
study limitation was the absence of data analysis to assess the impact of employment changes on 
smoking cessation rates (Kendzor et al., 2012).  Study results provide a rationale to evaluate 
socioeconomic factors to develop patient-centered programs. 
Rosenthal et al. (2013) conducted a survey in racially diverse low income urban 
populations (n =1205) to determine factors that influenced the motivation to quit smoking.  Key 
results from the final sample of daily smokers (n = 350) with 66% African Americans included 
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(a) intrapersonal barriers: feelings of difficulty to quit smoking and gaining weight were 
associated with gender (female), OR = 2.34, 95% CI [1.50, 3.64], p < .01 and OR = 4.82, 95% CI 
[2.42, 9.56], p < .01 and (b) motivational factors: ability to afford nicotine replacement therapy 
and access to quit website were associated with gender (female), OR = 1.91, 95% CI [1.24, 2.96], 
p < .01 and OR = 1.82, 95% CI [1.10, 3.01], p < .05 (Rosenthal et al., 2013, p.1641).  A key 
study limitation was the absence of data analysis with smokers in higher socioeconomic levels to 
determine barriers and motivational factors associated with smoking cessation.  These results 
provide a rationale to evaluate barriers and motivational factors for smoking cessation. 
Slopen et al. (2012) evaluated psychosocial stressors associated with tobacco use in 
African American smokers age 34 to 85 years (n =592).  Psychosocial stressors in current 
smokers compared to never smokers included (a) relationship stress, OR = 1.77, 95% CI [1.41, 
2.22], p < .001, (b) financial stress, OR = 1.57, 95% CI [1.25, 1.97], p < .001, and (c) adult 
stressful events, OR = 1.50, 95% CI [1.26, 1.78], p < .001 (Slopen et al., 2012, p. 1166).  
Findings provide the rationale to investigate psychosocial issues to develop patient-centered 
smoking cessation programs for African American smokers.   
Mahoney et al. (2014) conducted focus groups (n = 96) in ethnically diverse urban 
populations in upstate New York.  Participants included 65% African Americans, 56% age > 40 
years, and 85% with income ≤ $30,000 (Mahoney et al., 2014).  Key themes identified were (a) 
smokers age > 40 years preferred additional smoking cessation information and resources to 
evaluate health risks associated with tobacco use and (b) smokers age 18 - 39 years access to 
social media and use of mobile technology were effective platforms for smoking cessation 
initiatives (Mahoney et al., 2014).  Study results highlight the need for input from racially 
diverse populations and age groups to develop patient-centered smoking cessation interventions. 
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Health Literacy 
Kutner, Greenberg, Jin, and Paulsen (2006) reported results from the 2003 National 
Assessment of Adult Literacy using literacy levels below basic, basic, intermediate, and 
proficient.  Below basic skills ranged from illiteracy in English to following directions in simple 
documents, such as charts and forms (Kutner et al., 2006).  Basic skills were defined as the 
ability “to perform simple and daily literacy tasks, such as comprehension of information in 
simple documents” (Kutner et al., 2006, p. 5).  Intermediate skills included the ability to conduct 
“moderately challenging literacy activities, such as finding information in complex documents 
and making simple conclusions from data” (Kutner et al., 2006, p. 5).  Proficient skills included 
integrative analysis of complex documents (Kutner et al., 2006).  Key findings were (a) 
Hispanics had higher (41%) below basic skills than African Americans (24%) and Whites (9%), 
(b) African Americans (34%) had higher basic skills than Hispanics (25%) and Whites (19%), 
(c) Multiracial participants (59%) had higher intermediate skills than Whites (58%) and African 
Americans (41%), and (d) African Americans (2%) had lower proficient skills than Hispanics 
(4%) and Whites (14%; Kutner et al., 2006).  Study results highlight smoking cessation and lung 
cancer screening materials should be developed for a broad range of health literacy levels. 
Stewart et al. (2013) conducted a REALM assessment in smokers (n = 402) with 70% 
African Americans and 66% adult males from an urban setting to determine the association 
between health literacy and smoking cessation.  Key findings were lower health literacy levels 
associated with (a) demographics: African American, gender: male, low income, and less than 
high school education, (b) perceptions of less risk in developing at least 1 smoking related illness 
due to continued tobacco use (p < .001), and (c) increased nicotine dependence measured by HSI 
(p < .01; Stewart et al., 2013).  Findings suggest (a) smoking cessation education materials 
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should be developed with clear and concise language to emphasize risk factors of nicotine 
addiction and (b) socioeconomic status, gender, and ethnicity influence smoking cessation. 
Electronic Cigarettes 
Electronic cigarettes contain nicotine, substances linked to the development of respiratory 
illnesses and cancer (e.g., nitrosamines and ultrafine particles), and used as a smoking cessation 
intervention (Drummond & Upson, 2014).  Schoenborn and Gindi (2015) reported from a 
National Health Interview Survey (a) 12.6% of adults tried electronic cigarettes and (b) 
American Indians/Alaska Natives (20.2%) and non-Hispanic Whites (14.8%) used electronic 
cigarettes more than African Americans (7.1%).  
Pepper et al. (2015) conducted a national online survey in current smokers from racially 
diverse groups (White n = 5,179, African American n = 535, Hispanic n = 481, Other n = 412) to 
evaluate perceptions of health risks associated with electronic cigarettes, smokeless tobacco, 
snus, and dissolvable tobacco.  Perceptions of participants included electronic cigarettes 
compared to regular cigarettes were less likely to cause lung cancer (p < .001), oral cancer (p 
< .001), and heart disease (p < .001; Pepper et al., 2015, p. 321).  The electronic cigarette 
findings were consisted across all ethnic groups.  Study results suggest that perceptions of 
electronic cigarettes can influence the readiness to quit smoking. 
Lung Cancer Screening 
Lung cancer screening is crucial to detect tumors in early stages and reduce mortality 
rates.  Aberle et al. (2011) conducted a randomized controlled trial to evaluate low dose 
computed tomography (n = 26,722) compared to chest x-ray (n = 26,732) to detect tumors in 
participants at high-risk for developing lung cancer.  Low dose CT scan compared to chest 
radiography reduced the lung cancer mortality rate by 20%, 95% CI [6.8, 26.7], p = .004, in high 
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risk adults age 55-74 years with a 30 pack smoking history or quit smoking within prior 15 years 
(Aberle et al., 2011, p. 403).  The U.S. Preventive Services Task Force recommends “annual low 
dose computed tomography for high risk smokers age 55- 80 years and discontinue screening 
when an individual has not smoked in 15 years” (Moyer, 2014, p. 331).   
Jonnalagadda et al. (2012) evaluated lung cancer screening beliefs of patients with a ≥ 10 
pack smoking history (n =108) attending an urban outpatient clinic.  Key findings were African 
American (n =40) and Hispanic (n =34) smokers were more likely to associate computed 
tomography scans with increased radiation exposure that may cause lung cancer (p = .01) and 
nervousness (p = .02) compared to non-minorities (Jonnalagadda et al., 2012).  The key study 
limitation was lack of follow up to assess percentage of high risk patients that completed 
screening.  Programs are needed to increase awareness of lung cancer screening and smoking 
cessation in African American smokers. 
Methods 
The DNP evidence-based project used a mixed methods design.  Quantitative research 
methods included data collection and analysis of participant’s responses to the Contemplation 
Ladder (Appendix B), Heaviness of Smoking Index (Appendix C), and REALM-SF (Appendix 
D).  Qualitative research methods used a focus group question guide with semi-structured 
questions (Appendix E) and thematic data analysis of transcribed audiotapes.  The focus group 
format using semi-structured questions facilitated in-depth interactions with participants (Gaskell, 
2000) to obtain perceptions on (a) tobacco use, (b) factors influencing smoking cessation, (c) 
cancer screening experiences, (d) components needed to develop a patient-centered smoking 
cessation and lung cancer screening program, and (e) data to emphasize to African American 
smokers in Philadelphia, PA. 
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Measures 
Contemplation Ladder.  The Contemplation Ladder is a validated instrument with a 
graphic of 10 ladder rungs (0 = no thought of quitting to 10 = taking action to quit) to assess the 
readiness to quit smoking (Biener & Abrams, 1991).  A score of ≥ 8 indicates increased readiness 
to quit smoking (Biener & Abrams, 1991).  Concurrent and predictive validity were evaluated in 
factory workers (n = 444) with a smoking history.  Concurrent validity of the Contemplation 
Ladder significantly correlated with quitting smoking within 6 months (r = .64, p < .001), 
number of prior quit attempts, and encouragement from co-workers to quit (Biener & Abrams, 
1991).  Multiple regression analyses indicated, “the intention to stop smoking was a better 
predictor of participation in quit events” (Biener & Abrams, 1991, p. 363). 
Rustin and Tate (1993) expanded the Contemplation Ladder to include Determination, 
Action, Abstinence, Maintenance, and Relapse versions using scales 0 to 10.  The 
Precontemplation/Contemplation ladder is a measure of participant’s readiness to quit smoking 
(Rustin & Tate, 1993).  The Determination Ladder is a measure of participant’s “intentions to 
initiate smoking” (Rustin & Tate, 1993, p. 210).  The Action Ladder is a measure of participant’s 
current behaviors to attempt smoking cessation (Rustin & Tate, 1993, p. 210).  The Abstinence 
Ladder is a measure of a participant’s current smoking status (Rustin & Tate, 1993).  The 
Maintenance Ladder is a measure of the time since a participant last smoked cigarette (Rustin & 
Tate, 1993).  The Relapse Ladder is a measure of a participant’s intention to start smoking after 
quitting (Rustin & Tate, 1993).  Rustin and Tate (1993) reported the reliability of Contemplation 
Ladders in smokers (n = 23) participating in a substance abuse program using two formats (a) 
projected then printed (r = .76 - .98) and (b) printed then projected (r = .91 -. 96). 
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Readiness to quit smoking in racially diverse populations.  Kanis et al. (2014) reported 
mean Contemplation Ladder score of 6.2 in parental smokers (n =218; African American 36%, 
White 61%, Other 3%) of children admitted to the pediatric emergency department.  The parental 
motivation to quit smoking was associated with a child developing an illness related to smoking 
(p = 0.04; Kanis et al., 2014, p. 548).  African American parents were highly motivated than 
White parents to stop smoking (Kanis et al., 2014, p. 548). 
Martin et al. (2006) evaluated the motivation to quit smoking using the Contemplation 
Ladder and perceived barriers of smoking cessation in alcoholic dependent individuals (n = 198) 
in a residential treatment program.  Only 13% of participants were African American (Martin et 
al., 2006).  Key findings were (a) mean Contemplation Ladder score of 5.78,  (b) 62% of 
participants considered changing smoking behaviors within 6 months, and (c) 17% attempted to 
stop smoking in the past year and preparing to quit in 30 days (Martin et al., 2006, p. 75).   
The Contemplation Ladder is a simple and inexpensive tool for a broad range of 
educational levels.  Focus group participants completed the Contemplation Ladder by selecting a 
ladder rung that described their readiness to quit smoking (Biener & Abrams, 1991; Rustin & 
Tate, 1993).   
Heaviness of Smoking Index.  The Heaviness of Smoking Index is a measure of (a) 
number of cigarettes smoked per day 1-10, 11-20, 21-30, +31 and (b) time to first cigarette 
smoked per day ≤5, 6-30, 31-60, > 61 minutes (Heatherton et al., 1989, p. 794).  The 2 items 
consists of a 6-point scale to calculate a total score for nicotine dependence ranging from low (0–
1), medium (2–4) and high (5–6) (Chaiton, Cohen, McDonald, & Bondy, 2007).  Borland, Yong, 
O'Connor, Hyland, and Thompson (2010) reported the reliability as “.72 and .70 for the 
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continuous and categorical composite heavy smoking index measures” and predicted smoking 
quit attempts for at least 1 month (p. S45). 
REALM-SF.  Arozullah et al. (2007) developed the 7 item REALM-SF for healthcare 
practitioners to rapidly assess health literacy.  The participant is provided a list of 7 words to read 
(Arozullah et al., 2007, p. 1030).  The participant has 5 seconds to verbalize each word 
(Arozullah et al., 2007).  The REALM-SF score range from “0: third grade and below, inability 
to read most low literacy materials to 7: high school ability to read most patient education 
materials” (Arozullah et al., 2007, p. 1030).  Correlations between REALM-SF and REALM 
instrument scores were high in development (r = .95, p  < .001) and validation (r = .94, p < .001) 
groups” (Arozullah et al., 2007, p. 1031). 
Perceived risks.  Two investigator developed questions assessed the chances of 
developing an illness from tobacco use and electronic cigarettes (Pepper et al., 2015; Stewart et 
al., 2013; Weinstein, 1998).  A 5 point Likert scale, 1 = extremely unlikely to 5 = extremely 
likely evaluated perceived risks with tobacco use and electronic cigarettes (Pepper et al., 2015). 
Setting 
In collaboration with the Fox Chase Cancer Center Office of Community Outreach, 
locations evaluated to conduct focus groups included health care and community based 
organizations (e.g., counseling centers).  
Sampling Plan 
African American smokers in Philadelphia, PA were recruited from a transitional living 
facility and counseling center.  The selected centers approved recruitment of participants to the 
DNP evidence-based project. 
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Recruitment of Participants 
A recruitment flyer described in Appendix F included (a) title of focus group, (b) brief 
overview of eligibility criteria, and (c) investigator contact information.  Participants were 
provided a ($25) gift certificate at the end of the focus group.  Participants were tracked with a 
contact sheet in Excel and stored on a secure password protected file by the investigators.  The 
focus group contact sheet included (a) date of participants response to recruitment flyer, (b) 
participants unique identifier, (c) phone information, (d) participants accepted or declined 
response, and (e) confirmation notice provided to participants.  
Inclusion and Exclusion Criteria 
Inclusion criteria were (a) African Americans in Philadelphia, PA, (b) current smokers, 
(c) age ≥ 18 years, (d) ability to speak and read English, and (e) ability to provide signed 
informed consent.  Exclusion criteria were (a) history of alcohol abuse ≥ 14 drinks per week in 
men and ≥ 7 drinks per week in women (Bacio et al., 2014), (b) pregnant women, and (c) 
smokers with a prior lung cancer diagnosis. 
Procedures Involved in Human Research  
Two independent focus groups were conducted for approximately 1.5 hours using a 
question guide and digital voice recording system.  The focus groups were organized in 3 stages 
(a) introduction, (b) discussion, and (c) closure (Gillham, 2000, p. 37).  The introduction stage 
consisted of (a) moderator introductions, (b) research objectives, (c) participants verbal informed 
consent, and (d) review of procedures to maintain confidentiality and privacy.  In addition, focus 
group ground rules described in Appendix G were reviewed with participants during the 
introduction phase.  The discussion phase consisted of qualitative and quantitative data 
collection.  The closure phase consisted of a focus group summary and thank you to participants.   
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Quantitative data.  Participants baseline demographic data: age, gender, education level, 
employment status, income level, health insurance, smoking status, family history of smoking, 
Contemplation Ladder, Heaviness of Smoking Index, REALM-SF, and perceived risks were 
collected by the investigators with data collection forms. 
Qualitative data.  Focus group questions were developed using the ecological model of 
health promotion domains (a) intrapersonal, (b) interpersonal, (c) community, (d) institution, and 
(e) policy.  Qualitative data were collected using audio recordings and flip chart notes.  
Participants were encouraged to take part in group discussions and share their experiences.  
Probing questions were used to clarify participant’s responses. 
Provisions to maintain confidentiality of data.  Data were stored on computer files and 
locked filing cabinets, which only select members of the research staff accessed.  A master list 
with unique participant identifier codes were developed by the investigator. The pariticpant 
identifier codes were used to verify focus group attendance. Personal identification data of 
participants were excluded in the study report. 
Risks to Participants  
Participants were permitted to decline responding to questions at any time during the 
meeting.  While all information was confidential, participants were asked not to share 
information outside the focus group.  The research team could not guarantee that other 
participants discussed focus group information with outside individuals. 
Potential Benefits to Participants  
Focus group feedback helped design a patient-centered program to assist African 
American smokers in Philadelphia, PA to stop smoking.  The inclusion of African American 
smokers in Philadelphia, PA provided initiatives to address cancer health disparities in lung 
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cancer incidence and mortality rates.  Focus group participants were provided smoking cessation 
resources, including brochures on lung cancer screening.  Once the patient-centered smoking 
cessation program is developed the Fox Chase Cancer Center Office of Community Outreach 
will invite participants to evaluate the program. 
Cost to Participants  
There were no monetary costs to participants for participation in this DNP evidence-
based project. 
Informed Consent 
Participants were provided the informed consent form (Appendix H) for review.  
Participants were required to sign the informed consent form prior to participating in the focus 
group.  The informed consent was written at the 8.9 grade level.  The principal investigator and 
co-investigator read the informed consent and answered questions prior to asking for a 
participant’s signature.  Participation in the focus group was voluntary.  The principal and co-
investigator reconfirmed provisions to protect privacy with participants during the focus group 
introduction phase.  Participants were permitted to withdraw from the focus group and decline 
responding to questions at any time during the session without penalty.   
Stastistical Analysis 
Sample size.  Two independent focus groups were conducted with a sample size of 8-12 
participants per group to reach data saturation.  The preferred range of participants is 6-12 per 
session (Millward, 2012, p. 425).  Data saturation is defined as no additional insights from 
participants (Guest, Bunce, & Johnson, 2006, p. 65) on factors that influenced smoking 
behaviors, cancer screening, and essential information to emphasize to African American 
smokers in Philadelphia, PA.  Guest et al. (2006) reviewed sample size recommendations of 
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various qualitative research designs, including phenomenological, grounded theory, and 
ethnological studies.  Guest et al. (2006) recommended 12 – 15 participants were satisfactory to 
obtain data saturation with the goal to obtain feedback on beliefs or behaviors in a homogenous 
group for non-probability sample sizes. 
Quantitative data analysis.  Descriptive statistics (mean, median, standard deviation, 
range) were completed for demographics, Contemplation Ladder, Heaviness of Smoking Index, 
REALM-SF, and perceived risk using SPSS version 22.  Smoking pack years was analyzed with 
Excel. 
Qualitative data analysis.  The phenomenological qualitative research method was used 
for this DNP evidence-based project (Morse, 2012).  The phenomenological research method 
helped to identify African American smokers experiences with tobacco use, factors that influence 
smoking behaviors, and readiness to quit smoking using semi-structured questions based upon 
the ecological model for health promotion (McLeroy et al., 1988; Morse, 2012).  Audiotapes 
were transcribed for the 2 independent focus groups.  Coding of the transcribed audiotape from 
focus group 1 is described in Appendix I.  Coding of the transcribed audiotape from focus group 
2 is described in Appendix J. 
Thematic data analysis was conducted to identify concepts, conceptual categories, and 
themes using the ecological model of health promotion categories of intrapersonal, interpersonal, 
policy, community, and institutional (Graneheim & Lundman, 2004; McLeroy et al., 1988).  
Concepts were identified from participants’ perceptions of (a) smoking cessation, (b) tobacco 
use, (c) cancer screening,  (d) data to emphasize to African American smokers, and (e) 
components needed to develop a patient-centered smoking cessation and lung cancer screening 
program.  Conceptual categories were developed from key elements identified in coded concepts 
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and grouped into categories (Graneheim & Lundman, 2004).  Themes were developed to 
consolidate patterns of observations from concepts and conceptual categories (Graneheim & 
Lundman, 2004).  NVivo 11 was used for data storage and analysis. 
Quality Assurance Procedures and Participant Confidentiality 
Information about study subjects is confidential and managed according to the 
requirements of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  
Those regulations required a signed subject authorization informing the subject of the following: 
The protected health information (PHI) collected from patient; individuals with access to 
information and why; who will use or disclose that information; the rights of a research subject 
to revoke their authorization or use their PHI.  In the event that a participant revokes 
authorization to collect or use PHI, the investigator, by regulation, retains the ability to use all 
information prior to the revocation of subject authorization. 
Results 
Focus groups were conducted at two Philadelphia locations (transient living facility and 
community counseling center) in January 2017.  Twenty-four African American smokers 
participated in two independent focus groups.  Baseline demographics of participants are 
described in Table 1.  Key baseline characteristics included (a) 62.5% in age range 18 – 49 years, 
(b) 83.3% females, (c) 66.6 % high school /GED education level, and (d) 75% unemployed.  A 
current or former smoker in the household was 87.5%.  Only 29.2 % of income level data were 
obtained from participants and 20.8% reported an income < $10,000.   
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Table 1 
Baseline Demographics 
Variable N(%)  
Age group 
18-29 
30-39 
40-49 
50-59 
60-69 
70-79 
80+ 
Missing 
 
5(20.8) 
7(29.2) 
3(12.5) 
2(8.3) 
5(20.8) 
1(4.2) 
0 
1(4.2) 
  
Gender 
Female 
Male 
 
20(83.3) 
4(16.7) 
  
Education level 
Less than high school 
High school/GED 
College graduate 
Graduate school 
Technical 
Not reported 
 
2(8.3) 
16(66.6) 
3(12.5) 
1(4.2) 
1(4.2) 
1(4.2) 
 
Employment status 
Employed 
Unemployed 
Not reported 
 
5(20.8) 
18(75)  
1(4.2) 
 
Income level 
<$10, 000 
$10,000 – 29,999 
>$30,000 
Not reported 
 
Health insurance 
Medicaid 
Medicare 
Private 
Medicaid and Medicare 
No insurance 
Not specified 
Not reported 
 
 
5(20.8) 
2(8.4) 
0 
17(70.8) 
 
 
4(16.7) 
5(20.8) 
1(4.2) 
2(8.3) 
0 
11(45.8) 
1(4.2) 
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Variable N(%)  
 
Current or former smoker in household: 
Yes 
No 
 
21(87.5) 
3(12.5) 
  
Smoking pack years 20.6a 
a
Data collected for (n = 18) 
Contemplation Ladder, HSI, REALM-SF 
Table 2 highlights descriptive statistics for the Contemplation Ladder, HSI, and REALM-
SF.  The Contemplation Ladder mean score (M = 5.8, SD = 2.25) indicated thoughts of quitting 
smoking but not quite ready.  As shown in Table 3, several participants (n = 9) were beginning to 
consider changing smoking patterns.  The HSI mean score  (M = 2.25, SD = 1.45) indicated 
participants were moderate smokers and Table 4 describes participant scores.  REALM-SF mean 
score (M = 6.08, SD = 1.99) indicated a 7 to 8 grade reading level and some difficulty in reading 
most patient education materials (Arozullah et al., 2007).  As described in Table 5, 17 
participants had a high school reading level and able to read most patient education materials.   
Table 2 
Descriptive Statistics: Contemplation Ladder, HSI, REALM-SF 
Measure Contemplation Ladder 
(N =24) 
HSI 
(N =24) 
REALM-SF 
(N =24) 
M 5.83 2.25 6.08 
SD 2.25 1.45 1.99 
Mdn 5.50 2.00 7.00 
 
 
 
 
  
SMOKING CESSATION FOCUS GROUPS 27 
Table 3 
Contemplation Ladder Scores 
Score N(%) 
2 4(16.7) 
4 1(4.2) 
5 7(29.1) 
6 1(4.2) 
7 2(8.3) 
8 8(33.3) 
9 1(4.2) 
 
Table 4 
Heaviness Of Smoking Index Scores 
Score N(%) 
0 = Low 4(16.7) 
1 = Low 2(8.3) 
       2 = Medium 9(37.5) 
      3 = Medium 3(12.5) 
      4 = Medium 5(20.8) 
5 = High 1(4.2) 
 
 
Table 5 
REALM-SF Scores 
Score N(%) 
0 = Third grade and below 2(8.3) 
 5 = Seventh to eighth grade 3(12.5) 
  6 = Seventh to eighth grade 2(8.3) 
                 7 = High school 17(70.8) 
 
Perceived Risks 
Table 6 describes the mean scores for chances of developing illnesses from tobacco use 
(M = 3.83, SD = 1.09) and e-cigarettes (M = 2.91, SD = 1.04).  Seventy-five percent of 
participants reported the likelihood (likely 50%, extremely likely 25%) of developing an illness 
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due to tobacco use as described in Table 7.  Participants were neutral (47.8%) on chances of 
developing illnesses due to electronic cigarette use as shown in Table 8. 
Table 6 
Descriptive Statistics: Perceived Risks 
Measure Chances of developing an 
illness from tobacco use 
(N = 24) 
Chances of developing an 
illness from e-cigarette use 
(N = 23) 
M 3.83 2.91 
SD 1.09 1.04 
Mdn 4.00 3.00 
 
Table 7 
Chances of Developing An Illness From Tobacco Use 
Likert scale N(%) 
1 = Extremely unlikely 2(8.3) 
2 = Unlikely 0 
3 = Neutral 4(16.7) 
4 = Likely 12(50) 
5 = Extremely likely 6(25) 
 
Table 8 
Chances of Developing An Illness From E-cigarette Use 
Likert scale N(%)a 
1 = Extremely unlikely 3(13) 
2 = Unlikely 3(13) 
3 = Neutral 11(47.8) 
4 = Likely 5(21.7) 
5 = Extremely likely 1(4.3) 
a: (n = 23) 
Post Hoc Statistical Analyses 
Post hoc statistical analyses using a Wilcoxon signed-rank test were conducted on 
Contemplation Ladder and perceived risks due to small sample size and scale data.  The 
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Wilcoxon signed-rank test indicated that Contemplation Ladder scores (Mdn = 5.5) were not 
significantly different (p = 0.109) from a neutral score of 5 (thoughts of smoking cessation but 
not quite ready), chances of developing illnesses from tobacco use (Mdn = 4) were significantly 
different (p = .006) from a neutral score of 3, and chances of developing illnesses from electronic 
cigarette use (Mdn = 3) were not significantly different (p = .654) from a neutral score of 3 (E. 
Handorf, personal communication, March 29, 2017).  
Thematic Data Analysis 
Intrapersonal.  Personal beliefs and perceived risks influence smoking behaviors.  
Participants provided feedback in two areas to describe factors that influenced decision-making 
to quit smoking and the potential of developing diseases from tobacco use.  Table 9 and Table 10 
describe thematic data analysis of factors influencing smoking cessation.  Key themes included 
the impact of health reasons and family on quitting smoking.  Multiple health reasons described 
by participants included:  a) “I said the same thing as she said: less stress” and b) “Cannot walk a 
little distance.  You know.  You are catching your breath”.   
Family influenced readiness to quit smoking due to history of lung cancer and respiratory 
diseases.  Participants described the impact of family on decision-making as: (a) “My son ... I 
mean I go to chase him.  I can’t be smoking these cigarettes and chasing him I cannot breath”, 
(b) “My daughter is having a baby”, and (c) “Cannot walk up the steps.  Plus my mother just 
died from Stage IV lung cancer”. 
Transient living facility participants identified stress due to the lack of a permanent 
residence and coping skills needed to quit smoking as factors influencing smoking cessation.  
Participants described the lack of a stable home and stress as: (a)  “When I move out of here” 
and (b) “Extra stress.  Shelter”.  Coping skills and support resources are key components of 
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smoking cessation programs to help smokers manage withdrawal symptoms (Leone et al., 2015; 
Webb, 2009).  Participants comments included: (a) “Yes I was going to say that if you occupy 
your time no one has a reason to smoke” and (b) “Better life skills, coping skills”.  Exercise may 
occupy time and potentially alleviate stress.  Participants highlighted “Going to gym” as a 
physical activity that may alleviate stress. 
Table 9 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Factors Influencing Smoking 
Cessation 
Concepts Conceptual Categories Themes 
Coping skills   
Life skills 
Occupy time 
 
Coping skills Coping skills needed to quit 
smoking 
Moving out shelter 
Stress of shelter 
 
Current household Stress due to lack of 
permanent residence 
Going to gym Exercise  Physical activity influencing 
smoking cessation 
   
Son Family Impact of family on smoking 
behaviors 
 
Shortness of breath 
Stress 
Health issues Impact of health issues on 
smoking cessation 
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Table 10 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Factors Influencing Smoking 
Cessation 
Concepts Conceptual Categories Themes 
Aging 
Longevity 
Aging Impact of age on smoking 
cessation 
 
Economics Financial Impact on personal finances 
 
Birth of grandchild Family Impact of family 
 
Family member with asthma 
Family history of lung cancer 
Family Medical History Impact of family history 
with lung cancer and 
respiratory illnesses 
 
Coughing 
Difficulty walking up steps 
Health reasons 
Shortness of breath 
 
Health Issues  Impact of health issues on 
smoking cessation 
Cigarette odor 
Odor in clothes 
Second hand smoking 
Smell smoke in clothes  
Smoke throughout house 
Second-hand smoking Impact of second hand 
smoking  
 
Potential diseases from tobacco use.  Smoking is associated with development of cancer 
and respiratory illnesses (National Comprehensive Cancer Network, 2017).  Tobacco use 
associated with the development of cancer and respiratory illnesses, such as lung cancer, 
emphysema, and bronchitis was identified as a key theme.  Nicotine addiction and physical 
symptoms associated with smoking were key themes identified from transient shelter 
participants.  Exemplars of physical symptoms included, (a) “Gum diseases” and (b) “Your teeth 
turn yellow, brittle, takes long time to keep your teeth cleaner”, and (c) “It changes your 
appearance”.  Transient shelter participants were predominantly young females, which provided 
SMOKING CESSATION FOCUS GROUPS 32 
a rationale for the focus on physical symptoms.  Table 11 and Table 12 describe thematic data 
analysis of potential diseases from tobacco use. 
Table 11 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Potential Diseases From 
Tobacco Use 
Concepts Conceptual Categories Themes 
Addiction  Nicotine Addiction Smoking is an addiction 
 
Affects skin, teeth, hair 
Aging 
Changes in appearance 
Difficult to clean teeth 
Dizzy  
Feel difference in body 
Gum diseases 
Teeth brittle, yellow 
Tired 
 
Physical symptoms Physical symptoms/signs 
associated with tobacco use 
 
Cancer 
Lung cancer 
Cancer Development of cancer 
associated with tobacco use 
 
Death Death Death associated with 
tobacco use 
 
Bronchitis 
Emphysema 
Respiratory illnesses Respiratory illnesses 
associated with tobacco use 
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Table 12 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Potential Diseases From 
Tobacco Use 
Concepts Conceptual Categories Themes 
Cancer 
Lung Cancer  
Throat Cancer 
 
Cancer Development of cancer 
associated with tobacco use 
 
Asthma 
Bronchitis 
Emphysema 
Respiratory Illnesses Respiratory illnesses 
associated with tobacco use 
 
Interpersonal.  Prior experiences with multiple resources including tobacco treatments 
and clinical trials influence smoking cessation decisions.  Table 13 and Table 14 describe 
thematic data analysis of methods used to quit smoking.  A key theme identified was multiple 
methods used to stop smoking without permanent tobacco cessation.  Exemplars of methods used 
to quit smoking included, (a) “Cold turkey”, (b) “Patches: 3 a day, 2 a day, 1 a 
day, running, eating more, sewing, …everything” and (c) “I was taking Chantix the pill”.  
Smoking cessation was not a preferential choice for individuals and no method to quit smoking 
was identified from thematic data analysis.  Although study eligibility criteria excluded pregnant 
women, female participants described pregnancy as a reason for temporary smoking cessation 
and resumed tobacco use after birth.  Participants comments included:  (a) “Well, for me it has 
always been cold turkey and either just being pregnant” and (b) Both of my pregnancies I 
stopped smoking…I picked back up eventually months later”.   
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Table 13 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Methods to Quit Smoking 
Concepts Conceptual Categories Themes 
Cutting back  
Stop buying 
 
Decrease in buying 
cigarettes 
Multiple methods to quit 
smoking without permanent 
tobacco cessation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Pregnancy to quit smoking 
Eating 
 
Eating 
Running 
 
Exercise 
Sewing 
 
Hobby 
Cold turkey 
 
Immediate withdraw 
Occupy time Occupation of time  
 
Patches 
Nicotine gum 
Pharmaceuticals 
 
Feeling pain 
Chest pain 
Scared with pain 
 
 
Pain 
Pregnancy 
 
Pregnancy 
Nothing 
 
Continued smoking No attempt to quit smoking 
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Table 14 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Methods to Quit Smoking 
Concepts Conceptual Categories Themes 
Smoking less 
 
Decrease in smoking 
behaviors 
 
Multiple methods to quit 
smoking without permanent 
tobacco cessation 
 
 
Cold turkey 
 
Immediate withdraw 
Chantix 
Patch 
 
Pharmaceuticals  
 
 
Pregnancy to quit smoking Stopped due to pregnancy 
 
Pregnancy 
Nothing 
 
Continued Smoking No attempt to quit smoking 
 
Policy.  Public policy factors such as cigarette excise taxes can encourage smoking 
cessation.  A Philadelphia cigarette excise tax of “$3.60 per pack of 20 cigarettes” was approved 
on September 24, 2014 (Pennsylvania Department of Revenue, 2014, p. 1).  On August 1, 2016 
the Pennsylvania cigarette tax rate was approved for “$2.60 per pack of 20 cigarettes, including 
6% sales and use tax plus a 2 percent local sales tax in Philadelphia” (Pennsylvania Department 
of Revenue, 2016, p. 1).   
Table 15 and Table 16 describe thematic data analysis of the cigarette tax on buying 
cigarettes.  Themes identified included:  (a) economic impact of cigarette taxes on less tobacco 
use, (b) finding cheaper locations to purchase cigarettes, and (c) no impact of cigarette taxes on 
purchasing cigarettes.  Feedback on the economic impact of cigarette taxes resulting in less 
tobacco use included (a) “At the cost of cigarettes to me would change my mind to smoke.  Then 
I don’t work as I cannot afford to buy everything just when I smoked…Yeah to me the price 
going up did change my mind.” and (b) “Basically just you know slack down on buying them 
due to the price”. 
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Mahoney et al. (2014) identified local businesses promoting tobacco use and enabling 
smoking behaviors as a theme from focus groups in socioeconomically disadvantaged 
populations in Buffalo and Niagara Falls, NY.  Participants in the two Philadelphia, PA focus 
groups described experiences of finding cheaper locations in the neighborhood as, (a) “ I ain’t 
have to give up nothing.  I just went to the hood nearest me and brought it for 8 dollars” and (b) 
“I went and found a place that sold cigarettes cheaper”.  This theme was further categorized by 
finding cheaper locations outside Philadelphia.  The surrounding 4 counties of Bucks, Chester, 
Delaware, and Montgomery are easily accessible via the regional public transportation system or 
walking across the roadway.  Efforts to purchase cigarettes in other counties included,  “I ride the 
train to the county where they are cheaper”.  Cigarette taxes did not impact decision-making to 
purchase cigarettes highlighting the continued dependency on nicotine. 
Table 15 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Impact of Cigarette Tax on 
Buying Cigarettes 
Concepts Conceptual Categories Themes 
Cannot afford to buy  
Distance of stores 
Find cheaper 
Local store does not sell 
cigarettes 
Save money 
Smoked less 
 
Financial Economic impact of less 
tobacco use 
Found cheaper outside 
Philadelphia 
Find cheaper in counties 
outside Philadelphia 
Find cheaper locations 
outside Philadelphia to 
purchase cigarettes 
 
Find cheaper in 
neighborhood 
 
Find cheaper in local 
neighborhood 
Find cheaper locations in 
neighborhood to purchase 
cigarettes 
 
Stop drinking soda Beverage consumption Decrease in beverage 
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Concepts Conceptual Categories Themes 
consumption 
 
Personal priorities Personal priorities Decision-making influenced 
by personal priorities 
 
No impact No impact  Tax increase no impact on 
buying cigarettes 
 
Find a friend to buy Someone to buy  Find someone to purchase 
cigarettes cheaper  
 
Not sure Undecided  Undecided on impact of 
cigarette tax increase 
 
Table 16 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Impact of Cigarette Tax on 
Buying Cigarettes 
Concepts Conceptual Categories Themes 
Cheaper 
Cutting back 
Buying less cigarettes 
Buy loose cigarettes 
Smoking less cigarettes 
 
Financial Economic impact on 
decreasing tobacco use 
Found cheaper place to buy 
cigarettes 
Found cheaper place in 
neighborhood 
 
Find cheaper in local 
neighborhood 
Find cheaper locations to 
purchase cigarettes 
No impact No impact  Cigarette tax increase no 
impact 
Find a friend to buy 
 
Someone to buy Find someone to purchase 
cigarettes cheaper 
 
Community.  Feedback was obtained in five categories to evaluate the influence of 
community factors on lung cancer screening:  (a) awareness of lung cancer screening tests, (b) 
willingness to participate in a lung cancer screening program, (c) impact of lung cancer 
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screening results on smoking cessation, (d) prior experiences with cancer screening, and (e) 
factors that created a positive cancer screening experience.  
Awareness of lung cancer screening test.  The lack of awareness for lung cancer 
screening tests and perceived barriers to accessing these programs were key themes identified 
from focus groups.  Table 17 and Table 18 describe thematic data analysis for lung cancer 
screening awareness.  Perceived barriers was described by a participant as: 
“I said a test like that they wouldn’t offer that.  Not down here.  Because the problem for 
them in selling cigarettes is to high for them to come in here to try to stop people from 
doing something that they need to do in order to continue to be successful in selling their 
product.  Why would I try to get you a cure for something that I am so active selling?  I 
am not looking for a cure for you.  If you do not take the initiative to find for yourself 
then come on and buy another pack”. 
The two independent focus groups were conducted at facilities located within walking 
distance and accessible via public transportation to a NCI designated comprehensive cancer 
center.  Feedback from participants highlighted the need for increased community outreach by 
DNPs and public health practitioners to (a) increase awareness lung cancer screening tests, (b) 
provide evidence-based data on survival outcomes with lung cancer screening in high risk 
populations, and (c) minimize distrust issues to facilitate participation in smoking cessation and 
lung cancer screening programs.  
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Table 17 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Awareness of Lung Cancer 
Screening 
Concepts Conceptual Categories Themes 
Not offer test due to 
neighborhood 
Not looking for a cure 
Barriers to awareness of 
lung cancer screening 
Perceived barriers accessing 
lung cancer screening 
programs  
 
Not aware No awareness Lack of awareness of lung 
cancer screening programs 
 
Table 18 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Awareness of Lung Cancer 
Screening 
Concepts Conceptual Categories Themes 
No awareness No awareness Lack of awareness of lung 
cancer screening programs 
 
Willingness to participate in lung cancer screening programs.  Table 19 and Table 20 
describe thematic data analysis of the willingness to participate in lung cancer screening 
programs.  Key themes identified were (a) willingness to participate in lung cancer screening and 
(b) emotional distress of learning screening results.  Exemplars of participants’ willingness to 
participate in lung cancer screening included:  (a) “I want to know how bad it is?  How much 
damage I did?  That would make me stop” and (b) “to find out”.  Emotional distress associated 
with the fear of learning results were described as:  (a) “I mean I seen a smokers lung.  It is scary 
for a second.  It takes 10 years to clean your lungs” and (b) “I would be scared to death to do 
it…I don’t want to hear it”.   
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Table 19 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Willingness to Participate in 
Lung Cancer Screening Programs 
Concepts Conceptual Categories Themes 
Learn about damage to 
lungs 
 
Learn lung cancer screening 
results 
Participate in lung cancer 
screening program 
Yes, would participate  Participate in lung cancer 
screening 
 
Stress of seeing smokers 
lung 
Distress in learning results 
Stress in learning results Emotional distress in 
learning screening results  
 
Table 20 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Willingness to Participate in 
Lung Cancer Screening Programs 
Concepts Conceptual Categories Themes 
Learn about findings Learn lung cancer screening 
results 
Participate in lung cancer 
screening program 
 
Yes, would participate  Participation in lung cancer 
screening 
 
 
Fearful of learning results Anxiety  Emotional distress in 
learning screening results 
 
Coughing 
Hemoptysis 
Symptoms of Disease  Impact of lung cancer 
symptoms 
 
Motivation to quit smoking.  Learning about abnormal or negative findings from lung 
cancer screening can motivate or discourage smoking cessation.  Table 21 and Table 22 describe 
thematic data analysis on the impact of lung cancer screening results on smoking cessation.  
Themes identified included (a) health issues motivating tobacco cessation, (b) motivation to quit 
smoking, and (c) no impact on tobacco cessation due to results from lung cancer screening.  The 
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impact of health issues on smoking cessation was related to symptoms of lung cancer.  
Exemplars of motivation to quit smoking included:  (a) “If they told me that something was 
wrong…Of course.  Yes.” and (b) “Yeah.  I would try my hardest to stop.  Like I am doing now”.  
The lack of smoking cessation due to lung cancer screening results were exemplified by 
comments such as:   
“I doubt it.  I am not going to stop right then and there.  It’s like going to take me a little 
while.  I need a cigarette to wrap my mind around it.  I need a cigarette to wrap my mind 
around the situation”.  
Table 21 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Impact of Lung Cancer 
Screening Results on Smoking Cessation 
Concepts Conceptual Categories Themes 
Drug addiction Addiction Smoking is similar to drug 
addiction 
 
Family member with 
respiratory disease 
Family history Family history of 
respiratory illness 
 
Physical symptoms of lung 
cancer 
Health Issues Impact of health issues on 
quitting smoking 
 
Continue smoking to cope 
with results 
No impact on smoking Learning results will not 
stop smoking 
 
Depends on person Personal decision Personal decision to quit 
smoking 
 
Quit smoking Smoking cessation Motivation to quit smoking 
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Table 22 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Impact of Lung Cancer 
Screening Results on Smoking Cessation 
Concepts 
 
Conceptual Categories Themes 
No impact 
Smoke more due to test 
results 
 
No impact on smoking Learning results will not 
stop smoking  
Undecided Undecided  Not sure impact on quitting 
smoking  
 
Decrease due to health 
issues  
Health Issues Impact of health issues on 
quitting smoking 
 
Try to stop smoking Smoking Cessation Motivation to quit smoking  
 
Prior experiences with cancer screening.  Early detection of lung cancer tumors has 
been demonstrated to reduce mortality rates (Aberle et al., 2011).  Table 23 and Table 24 describe 
thematic data analysis of prior experiences with cancer screening.  One male participant had a 
prior experience with prostate cancer examination.  Female participants were aware of breast 
cancer screening due to prior experiences with mammography.   
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Table 23 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Prior Experiences with Cancer 
Screening 
Concepts Conceptual Categories Themes 
Mammogram Breast cancer Awareness of breast cancer 
screening tests 
 
Pap test Cervical cancer Awareness of cervical 
cancer screening tests 
 
General cancer screening General cancer Awareness of cancer 
screening tests 
 
Exam for prostate cancer Prostate cancer Awareness of prostate 
cancer examination 
 
Table 24 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Prior Experiences with Cancer 
Screening 
Concepts Conceptual Categories Themes 
Mammogram Breast Cancer Awareness of breast cancer 
screening  
 
Factors that created a positive breast cancer experience were explored and thematic data 
analysis presented in Table 25 and Table 26.  Female participants perceived negative findings 
from mammograms as a relief and spiritual blessings from God.  One female participant 
described the initial mammography experience as positive and follow up visit negative:   
 “It was positive because they found something that they caught early, but after that is 
was not a good experience they could not really… That just my knowing...that I got MRI, 
CT scans and ultrasounds are all nerve wrecking.  So they don’t ever treat you like at 
tests so they say these are your results?  You get tested and you go like a week or two 
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weeks later to your doctor and she discusses stuff with you. So you bite your tongue until 
they finally break it to you what you need to know”. 
Positive and negative experiences with mammography provide a framework for DNPs to 
evaluate key issues that influence African American smokers in Philadelphia, PA participation in 
screening programs and development of cultural sensitivity training for healthcare professionals.  
These initiatives are essential to ensure delivery of quality care throughout the cancer care 
continuum from screening to end of life. 
Table 25 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Experiences with Mammography 
Concepts Conceptual Categories Themes 
Delay in learning about 
results  
Delay in learning results 
 
Negative experience due to 
delay in follow up 
 
 
Anxiety in learning about 
results 
 
Learning results 
Positive experience learning 
results from mammography  
 
Table 26 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Experiences with Mammography 
Concepts Conceptual Categories Themes 
Good results 
Finding out results  
Maintaining good results 
Negative results  
Relief of negative results 
 
Learning Results Positive experience learning 
results from mammography 
Family history of breast 
cancer 
Family history Testing due to family 
history 
 
Institutional.  Institutional factors include accessibility to resources, such as community 
programs to encourage smoking cessation.  Participants described key components needed to 
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develop a patient-centered smoking cessation program and information to emphasize to African 
American smokers.  Table 27 and Table 28 describe thematic data analysis of resources needed 
for development of patient-centered smoking cessation and lung cancer screening programs.   
Commercials that highlight (a) graphic pictures of damage to respiratory organs (e.g., 
lungs and throat), (b) emotional impact of continued smoking, and (c) depiction of African 
American experiences with smoking were identified as key components for smoking cessation 
programs.  Exemplars of using graphic commercials included: (a) “I know what would be helpful 
if you like show different peoples lungs like expose over time...Show what you are doing to 
yourself” and (b) “The stuff that I have seen on TV.  The inside of what your body can look like 
from smoking.  Your lungs…You know your … stuff. What smoking can do to that”.  
Participants described graphic commercials that highlight the emotional impact of 
smoking as: (a) “That really freaks me out like really looking at them individuals and stuff on tv” 
and (b) “It do touch you but it make me feel like that it might not happen to me.”  Cultural 
identification and describing the African American experience with smoking included:  (a) “You 
don’t see those kind of people around the way though” and (b) “They do have the commercials.  
What I am staying that actually influences my decision to stop smoking.  Cause like you say we 
don’t see those people around our way…”.  Although commercials have been utilized to 
encourage smoking cessation, this method has been unsuccessful as participants continue to 
smoke. 
Cigarette strength.  Cigarettes contain nicotine regardless of brand or strength (Pepper et 
al., 2015).  Participants expressed multiple viewpoints on the impact of nicotine on their 
enjoyment of smoking with regular and light cigarettes.  Comments on cigarette strength 
included:  (a) “So in the beginning it’s frustrating that you are not getting the same effect that 
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you would get with a regular menthol” and (b) “No smoking is smoking.  All the same thing”. 
The DNP should emphasize in patient-centered smoking cessation and lung cancer screening 
programs, as one participant stated that  “smoking is smoking” and nicotine is addictive 
regardless of cigarette brand or strength. 
Motivation and support.  Self-motivation and family support are essential components in 
the management of nicotine addiction (Kanis et al., 2014).  Themes of family support and self-
motivation were identified as key components for development of smoking cessation and lung 
cancer screening programs.  Participant’s comments included:  (a) “Making up your mind to do 
it.  You know because the encouragement has to come from within myself” and (b) “So kind of 
the encouragement from your family members”. 
Table 27 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Resources Required for Patient-
Centered Smoking Cessation Programs 
Concepts Conceptual Categories Themes 
Commercials relating to my 
situation 
African American 
experience 
Commercials that depict 
African American smoker 
experience 
 
Emotional impact of 
commercials 
Emotional Impact Commercials that highlight 
emotional impact of 
smoking 
 
Commercials with pictures 
of smoker lungs and throat 
Show pictures of lungs 
Graphic pictures of 
respiratory organs 
Commercials with graphic 
pictures that depict 
damaged respiratory organs 
 
Cigarette strength 
Cigarette strengths of older 
and younger generations 
Cigarette strength similar 
regardless of brand 
Cigarette strength Highlight impact of 
cigarette strength 
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Table 28 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Resources Required for Patient-
Centered Smoking Cessation Programs 
Concepts Conceptual Categories Themes 
Addiction  Addiction Smoking is an addiction 
 
Encouragement from family 
Self encouragement 
Encouragement  Motivation for smoking 
cessation 
 
Commercials with graphic 
pictures of smoker lungs 
Graphic pictures of lungs Commercials with graphic 
depiction of damage to 
lungs 
 
Pictures of second hand 
smoking and children 
Impact on children 
 
Second hand smoking Impact of second hand 
smoking on children 
Falling asleep with 
cigarettes 
 
Sleeping and smoking 
cigarettes 
Consequences of sleeping 
while smoking cigarettes 
Cravings 
Symptoms of withdrawal  
Working of effects of 
holding cigarettes 
Withdrawal  Methods to cope with 
withdrawal symptoms 
 
Essential data for African American smokers.  Table 29 and Table 30 describe thematic 
data analysis of essential information to emphasize to African American smokers.  Themes 
identified as important data to emphasize to African American smokers included:  (a) smoking 
cessation to improve lung function and (b) availability of support services.  Rodrigues et al. 
(2014) reported statistically significant reduction (p < .05) in exhaled carbon monoxide and 
carboxyhemoglobin levels 30 days following smoking cessation.  Exemplars to highlight 
improvement of lung function were: (a) “….People may not be aware of the benefit of stopping 
smoking also reverses.  When you stop smoking cigarettes your lungs do rehabilitate” and (b) 
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“Then once I was in nursing school I learned that if you stop smoking and actually regenerate 
damaged lungs…”.  
Oncology support services and groups are essential to cope with cancer diagnosis, 
treatment side effects, and psychosocial issues, such as emotional distress related to smoking 
(Leone et al., 2015).  Participants described the importance of support groups as: (a) “And like, 
have like coping groups for cigarettes.  You know how they got drug programs and alcohol 
programs maybe have cigarette programs” and (b) “Help is available”.  Community programs 
such as Courage to Quit (Asvat et al., 2014) included support services to manage psychosocial 
issues (e.g., stress) that impact tobacco cessation.  Exemplars of support services needed to 
manage stress in support of smoking cessation was described by a participant as,  
“It’s a lot of times that something is mentally bothering me and I have nobody to talk to.  
So I go outside I think to myself, talk to myself and but I am smoking a cigarette. It is 
giving me something.  It is habitual”. 
Surgeon General.  The Surgeon General warning is required on cigarette packaging 
(CDC, 2016).  Participants described the warning on cigarette packaging as  “Greatly reduces 
serious risk to your health”.  Participants highlighted the need for cigarette warning labels to 
include cigarette ingredients similar to food labels:  “Our food is allowed to tell us what nutrient 
is in it why isn’t that way about cigarettes”.  Participants feedback suggested that healthcare 
professionals were responsible for allowing African Americans to purchase cigarettes due to the 
Surgeon General warning: “I mean if you actually think about it what you all are telling us that 
for health risks but you all also letting us buy this whole pack”.  
Success stories.  One participant suggested “some success stories” to emphasize to 
African American smokers.  The identification of African Americans who successfully quit 
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smoking provides positive reinforcement for individuals contemplating and maintaining tobacco 
cessation. 
Table 29 
Focus Group 1 Concepts, Conceptual Categories, and Themes: Information to Emphasize To 
African American Smokers 
Concepts Conceptual Categories Themes 
Nicotine addiction Addiction Smoking is an addiction 
 
Longevity Aging Quit smoking to live longer 
 
Impact on children 
 
Family Impact of smoking on 
family  
Lightheaded 
Weak 
Health issues  Health issues due to tobacco 
use.   
 
Risk of cancer Cancer risks Increased risk of developing 
cancer  
 
Regeneration of lungs Lung function Smoking cessation to 
improve lung function 
 
Impact on sexual function 
 
Sexual function Impact on sexual function 
Cigarette ingredients 
Surgeon general statement 
not specific with cigarette 
ingredients 
 
Cigarette ingredients List cigarette ingredients on 
packaging 
Stopped smoking due to 
pregnancy 
Pregnancy and health issues 
Smoking after pregnancy 
 
Pre and post natal smoking Impact of smoking during 
and post pregnancy 
Activities to occupy mind 
Lack of support 
Smoking support groups 
 
Support services Smoking cessation support 
services 
Handling Stress 
Life situation 
Stressful events  
Stress Coping with stress to 
support smoking cessation 
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Table 30 
Focus Group 2 Concepts, Conceptual Categories, and Themes: Information to Emphasize To 
African American Smokers 
Concepts Conceptual Categories Themes 
Cause cancer Cancer Smoking associated with 
development of cancer 
 
Cause death 
Death of family member 
Death Tobacco use can cause death 
 
Regeneration of lungs Impact on health Smoking cessation to 
improve lung function 
 
Emphasize in younger 
generation 
Smoking in younger 
populations 
Smoking cessation needed 
in younger generations 
 
Success stories Success stories Highlight successful 
smoking cessation in 
African Americans 
 
Help is available Support resources Smoking cessation support 
services 
 
Focus Group Reflections 
The facilitation of two focus groups was challenging due to managing participants 
responding to questions at the same time, multiple side bar discussions, and non-responders.  
Evelyn González, Fox Chase Cancer Center, Senior Director, Office of Community Outreach, 
helped reduce multiple conversations, encourage non-responders to provide feedback, and 
described the cancer center’s smoking cessation programs and overview of risk factors 
associated with smoking.  Participant’s knowledge of health terms was crucial to ensure 
comprehension of focus group questions.  My phrasing of questions was challenging during the 
first focus group to obtain feedback from participants.  My comfort level in asking questions 
improved during the second focus group. 
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Study Limitations 
Limitations of the study were (a) cross section of African American smokers from 2 
Philadelphia locations, (b) only 29.2% income level data were collected and not available to 
evaluate the influence of socioeconomic status on smoking cessation and lung cancer screening, 
and (c) gender imbalance of male participants as this group had the highest lung cancer incidence 
and mortality rates (NCI, 2015).  Despite these limitations data saturation was achieved to obtain 
pilot data to propose a patient-centered smoking cessation program based upon (a) key themes 
using the ecological model of health promotion and (b) Contemplation Ladder, HSI, REALM-
SF, and perceived risks scores. 
Significance and Implications 
The Contemplation Ladder and HSI were simple tools to assess the readiness to quit 
smoking and nicotine dependence in African American smokers in Philadelphia, PA.  The 
REALM-SF was easy to administer and assess health literacy.  The Contemplation Ladder, 
Heaviness of Smoking, REALM-SF, and themes identified using the ecological model of health 
promotion provided the framework to propose the Nurses for Tobacco Cessation in African 
American Smokers program.  The tobacco cessation program members will include DNPs, 
community outreach/cancer health disparity experts, community advocates, and behavioral 
scientists from Philadelphia and the bordering 4 counties of (Bucks, Chester, Delaware, and 
Montgomery).  The inclusion of experts from the surrounding 4 counties are essential due to the 
porous borders, healthcare center alliances, cigarette excise taxes influencing smokers to 
purchase tobacco products cheaper in other counties, and common goals to address nicotine 
addiction and lung cancer disparities in African American smokers.  
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Team members will conduct a comprehensive review of community organizations such as 
transient living facilities and counseling centers to assess existing or lack of smoking cessation 
programs.  Additional components required for the patient-centered program include (a) cultural 
sensitivity training to ensure delivery of quality care to African Americans and (b) nursing 
executives to develop alternative staffing options for DNPs to perform lung cancer community 
outreach.  These activities are essential to facilitate open dialogue on economic and education 
needs to promote participation in smoking cessation and lung cancer screening programs.  
Development of patient-centered smoking cessation programs must include assessment of 
health literacy.  The REALM-SF mean score indicated a 7 – 8 grade reading level and 17 
participants were able to read most patient education materials in the sample of African 
American smokers in Philadelphia, PA.  As a result, education materials should be developed for 
a broad range of health literacy levels.  The DNP must collaborate with patient education 
committees, community outreach, public relations, or marketing groups to develop smoking 
cessation and lung cancer screening education materials.  The patient centered program will 
include educational materials for multi-media platforms with graphic pictures that (a) depict 
damaged respiratory organs from continued tobacco use, (b) substances linked to the 
development of respiratory illnesses (e.g., nitrosamines and ultrafine particles) regardless of 
cigarette brand or electronic cigarette use (Drummond & Upson, 2014), and (c) improvement of 
lung function after smoking cessation. 
Based upon the Courage to Quit program (Asvat et al., 2014) a 3 week smoking cessation 
program is feasible with support groups.  Nicotine Anonymous (2015) adopted the 12 guiding 
steps from Alcohol Anonymous.  A key guiding principle is admitting powerless over nicotine 
and action needed to overcome this addiction (Nicotine Anonymous, 2015). Behavioral scientists 
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and DNPs can train African American former and current smokers to lead Nicotine Anonymous 
support groups.  The identification of African Americans who successfully quit smoking 
provides positive reinforcement for individuals contemplating and maintaining tobacco 
cessation. 
In collaboration with offices of community outreach, DNPs should apply for grants to 
NCI, philanthropic organizations, and advocacy groups to support mobile lung cancer CT units.  
Breast cancer advocates have successfully obtained research funding for education initiatives and 
mobile mammography via collaborations with African American breast cancer survivorship 
groups, independent medical education providers, and NCI designated cancer centers (Fayanju, 
Kraenzle, Drake, Oka, & Goodman, 2014; Karcher, Fitzpatrick, Leonard, & Weber, 2014).  
Mobile mammography units have been successfully utilized in underserved communities to 
increase participation in screening and detect breast cancer or suspicious findings for additional 
follow up (Brooks et al., 2013).   
Additional NCI resources for the DNP include the Geographic Management of Cancer 
Health Disparities Program (GMaP) (NCI, 2016).  The GMaP objectives include scientific 
collaborations and sharing cancer data among cancer health disparities researchers (NCI, 2016).  
The Cancer Disparities Research Network of the GMaP is based at Fox Chase Cancer Center 
(NCI, 2016).  The DNP collaborations with cancer health disparities researchers are essential to 
develop community based participatory research projects for underserved populations to increase 
awareness and participation in smoking cessation and lung cancer screening programs. 
Conclusion 
The Contemplation Ladder mean score of 5.8 in the sample of African American smokers 
in Philadelphia indicated thoughts of quitting smoking but not quite ready.  A focus group 
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participant described nicotine dependence as, “Cause we know how to stop.  We just do not 
know how to stay stopped”.  Leadership of DNPs is crucial to (a) address nicotine dependence 
and (b) promote participation in patient-centered smoking cessation and lung cancer screening 
programs to facilitate cessation and diagnosis lung cancer in earlier stages for African American 
smokers in Philadelphia, PA (Aberle et al., 2011; Jonnalagadda et al., 2012).  The Nurses for 
Tobacco Cessation program provides a framework for DNPs to develop a patient-centered 
program. 
 
 
 
 
 
 
 
 
 
 
  
SMOKING CESSATION FOCUS GROUPS 55 
References 
Aberle, D. R., Adams, A. M., Berg, C. D., Black, W. C., Clapp, J. D., Fagerstrom, R. M., . . . 
Sicks, J. D. (2011). Reduced lung-cancer mortality with low-dose computed tomographic 
screening. New England Journal of Medicine, 365(5), 395-409. 
doi:10.1056/NEJMoa1102873 
Arozullah, A. M., Yarnold, P. R., Bennett, C. L., Soltysik, R. C., Wolf, M. S., Ferreira, R. M., ... 
Davis, T. (2007). Development and validation of a short-form, rapid estimate of adult 
literacy in medicine. Medical Care, 45(11), 1026-1033. 
doi:10.1097/MLR.0b013e3180616c1b 
Asvat, Y., Cao, D., Africk, J. J., Matthews, A., & King, A. (2014). Feasibility and effectiveness 
of a community-based smoking cessation intervention in a racially diverse, urban smoker 
cohort. American Journal of Public Health, 104(Suppl. 4), S620-627. 
doi:10.2105/ajph.2014.302097 
Bacio, G. A., Guzman, I. Y., Shapiro, J. R., & Ray, L. A. (2014). Differences in quit attempts 
between non-Hispanic Black and White daily smokers: The role of smoking motives. 
Addictive Behaviors, 39(12), 1769-1772. doi:10.1016/j.addbeh.2014.07.001 
Biener, L., & Abrams, D. B. (1991). The Contemplation Ladder: Validation of a measure of 
readiness to consider smoking cessation. Health Psychology, 10(5), 360-365 
Borland, R., Yong, H. H., O'Connor, R. J., Hyland, A., & Thompson, M. E. (2010). The 
reliability and predictive validity of the Heaviness of Smoking Index and its two 
components: Findings from the international tobacco control four country study. Nicotine 
&  Tobacco Research, 12(Suppl.), S45-50. doi:10.1093/ntr/ntq038 
SMOKING CESSATION FOCUS GROUPS 56 
Brooks, S. E., Hembree, T. M., Shelton, B. J., Beache, S. C., Aschbacher, G., Schervish, P. H., & 
Dignan, M. B. (2013). Mobile mammography in underserved populations: Analysis of 
outcomes of 3,923 women. Journal of Community Health, 38(5), 900-906. 
doi:10.1007/s10900-013-9696-7 
Centers for Disease Control and Prevention. (2016). History of the Surgeon General's reports on 
smoking and health. Retrieved from 
https://www.cdc.gov/tobacco/data_statistics/sgr/history/index.htm 
Chaiton, M. O., Cohen, J. E., McDonald, P. W., & Bondy, S. J. (2007). The Heaviness of 
Smoking Index as a predictor of smoking cessation in Canada. Addictive Behaviors, 
32(5), 1031-1042. doi:10.1016/j.addbeh.2006.07.008 
Drummond, M. B., & Upson, D. (2014). Electronic cigarettes. Potential harms and benefits. 
Annals of the American Thoracic Society, 11(2), 236-242. 
doi:10.1513/AnnalsATS.201311-391FR 
Fayanju, O. M., Kraenzle, S., Drake, B. F., Oka, M., & Goodman, M. S. (2014). Perceived 
barriers to mammography among underserved women in a Breast Health Center Outreach 
Program. American Journal of Surgery, 208(3), 425-434 
Gaskell, G. (2000).  Individual and group interviewing.  In M. W. Bauer, & G. Gaskell (Eds.), 
Qualitative researching with text, image and sound: A practical handbook (pp. 38-56). 
London, United Kingdom: Sage Publications. 
Gillham, B. (2000). The research interview. London, England: Continuum. 
Graneheim, U. H., & Lundman, B. (2004). Qualitative content analysis in nursing research: 
Concepts, procedures and measures to achieve trustworthiness. Nurse Education Today, 
24(2), 105-112. doi: 10.1016/j.nedt.2003.10.001 
SMOKING CESSATION FOCUS GROUPS 57 
Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough?: An experiment 
with data saturation and variability. Field Methods, 18(1), 59-82. 
doi:10.1177/1525822X05279903 
Heatherton, T. F., Kozlowski, L. T., Frecker, R. C., Rickert, W., & Robinson, J. (1989). 
Measuring the heaviness of smoking: Using self-reported time to the first cigarette of the 
day and number of cigarettes smoked per day. British Journal of Addiction, 84(7), 791-
799 
Jonnalagadda, S., Bergamo, C., Lin, J. J., Lurslurchachai, L., Diefenbach, M., Smith, C., . . . 
Wisnivesky, J. P. (2012). Beliefs and attitudes about lung cancer screening among 
smokers. Lung Cancer, 77(3), 526-531. doi:10.1016/j.lungcan.2012.05.095 
Kanis, J., Byczkowski, T., & Mahabee-Gittens, E. M. (2014). Motivation to quit smoking in 
parental smokers in the pediatric emergency department. Pediatric Emergency Care, 
30(8), 546-551. doi:10.1097/pec.0000000000000179 
Karcher, R., Fitzpatrick, D. C., Leonard, D. J., & Weber, S. (2014). A community-based 
collaborative approach to improve breast cancer screening in underserved African 
American women. Journal of Cancer Education, 29(3), 482-487. doi:10.1007/s13187-
014-0608-z 
Kendzor, D. E., Reitzel, L. R., Mazas, C. A., Cofta-Woerpel, L. M., Cao, Y., Ji, L., . . . Wetter, 
D. W. (2012). Individual- and area-level unemployment influence smoking cessation 
among African Americans participating in a randomized clinical trial. Social Science and 
Medicine, 74(9), 1394-1401. doi:10.1016/j.socscimed.2012.01.013 
 
SMOKING CESSATION FOCUS GROUPS 58 
Kutner, M., Greenberg, E., Jin, Y., & Paulsen, C. (2006). The health literacy of America’s 
adults: Results from the 2003 national assessment of adult literacy (NCES 2006–483).   
Retrieved from National Center for Education Statistics website: 
https://nces.ed.gov/pubs2006/2006483.pdf 
Larson, C. O., Schlundt, D. G., Patel, K., Wang, H., Beard, K., & Hargreaves, M. K. (2009). 
Trends in smoking among African-Americans: A description of Nashville's REACH 
2010 initiative. Journal of Community Health, 34(4), 311-320. doi:10.1007/s10900-009-
9154-8 
Leone, F. T., Carlsen, K. H., Folan, P., Latzka, K., Munzer, A., Neptune, E., . . . White, A. 
(2015). An official American Thoracic Society research statement: Current understanding 
and future research needs in tobacco control and treatment. American Journal of  
Respiratory and Critical Care Medicine, 192(3), e22-41. doi:10.1164/rccm.201506-
1081ST 
Liu, J. J., Wabnitz, C., Davidson, E., Bhopal, R. S., White, M., Johnson, M. R., . . . Sheikh, A. 
(2013). Smoking cessation interventions for ethnic minority groups: A systematic review 
of adapted interventions. Preventive Medicine, 57(6), 765-775. 
doi:10.1016/j.ypmed.2013.09.014 
Mahoney, M. C., Erwin, D. O., Widman, C., Masucci Twarozek, A., Saad-Harfouche, F. G., 
Underwood, W., III., & Fox, C. H. (2014). Formative evaluation of a practice-based 
smoking cessation program for diverse populations. Health Education and Behavior, 
41(2), 186-196. doi:10.1177/1090198113504415 
 
 
SMOKING CESSATION FOCUS GROUPS 59 
Martin, R. A., Rohsenow, D. J., MacKinnon, S. V., Abrams, D. B., & Monti, P. M. (2006). 
Correlates of motivation to quit smoking among alcohol dependent patients in residential 
treatment. Drug and Alcohol Dependence, 83(1), 73-78. 
doi:10.1016/j.drugalcdep.2005.10.013 
McLeroy, K. R., Bibeau, D., Steckler, A., & Glanz, K. (1988). An ecological perspective on 
health promotion programs. Health Education Quarterly, 15(4), 351-377 
Millward, L.  (2012). Research Methods in Psychology (4th ed.) In G. M. Breakwell, J. A. Smith, 
& D. A. Wright (Eds.), Focus groups (pp. 411- 438). Los Angeles, CA: Sage Publishing.  
Retrieved from http://www.sagepub.com/sites/default/files/upm-
binaries/46878_Breakwell_Ch17.pdf 
Morse, J. M. (2012). Qualitative Health Research. Walnut Creek, CA: Left Coast Press. 
Retrieved from http://www.ebrary.com.ezproxy2.library.drexel.edu 
Moyer, V. A. (2014). Screening for lung cancer: U.S. Preventive Services Task Force 
recommendation statement. Annals of Internal Medicine, 160(5), 330-338. 
doi:10.7326/m13-2771 
National Cancer Institute. (2016). Geographic Management of Cancer Health Disparities 
Program. Retrieved from https://www.cancer.gov/about-nci/organization/crchd/inp/gmap 
National Cancer Institute. (2015).  State cancer profiles.   Retrieved from 
http://statecancerprofiles.cancer.gov/deathrates/deathrates.html 
National Comprehensive Cancer Network.  (2017).  NCCN Guidelines Non-small cell lung 
cancer-Version 4.  2017.  Retrieved from 
https://www.nccn.org/professionals/physician_gls/pdf/nscl.pdf 
 
SMOKING CESSATION FOCUS GROUPS 60 
Nicotine Anonymous.  (2015). The tweleve steps of Nicotine Anonymous.  Retrieved from 
https://nicotine-anonymous.org/basics.html 
Pennsylvania Department of Revenue.  (2014).  Informational notice local option cigarette tax 
2014-02: Pennsylvania Local Option Cigarette Tax in a School District of the First 
Class: Rates and Floor Tax Guidelines.  Retrieved from 
http://www.revenue.pa.gov/GeneralTaxInformation/TaxLawPoliciesBulletinsNotices/Doc
uments/Informational%20Notices/info_notice_local_option_cig_tax_2014-02.pdf 
Pennsylvania Department of Revenue. (2016).  Cigarette tax.  Retrieved from 
http://www.revenue.pa.gov/GeneralTaxInformation/Tax%20Types%20and%20Informatio
n/Pages/Cigarette-Tax.aspx 
Pepper, J. K., Emery, S. L., Ribisl, K. M., Rini, C. M., & Brewer, N. T. (2015). How risky is it to 
use e-cigarettes? Smokers' beliefs about their health risks from using novel and 
traditional tobacco products. Journal of Behavioral Medicine, 38(2), 318-326. 
doi:10.1007/s10865-014-9605-2 
Rodrigues, F. M., Ramos, D., Xavier, R. F., Ito, J. T., Souza, A. P., Fernandes, R. A., . . . Ramos, 
E. M. (2014). Nasal and systemic inflammatory profile after short term smoking 
cessation. Respiratory Medicine, 108(7), 999-1006. doi:10.1016/j.rmed.2014.04.020 
Rosenthal, L., Carroll-Scott, A., Earnshaw, V. A., Sackey, N., O'Malley, S. S., Santilli, A., & 
Ickovics, J. R. (2013). Targeting cessation: Understanding barriers and motivations to 
quitting among urban adult daily tobacco smokers. Addictive Behaviors, 38(3), 1639-
1642. doi:10.1016/j.addbeh.2012.09.016 
 
SMOKING CESSATION FOCUS GROUPS 61 
Rustin, T. A., & Tate, J. C. (1993). Measuring the stages of change in cigarette smokers. Journal 
of Substance Abuse Treatment, 10(2), 209-220. doi:10.1016/0740-5472(93)90046-5 
Schoenborn, C. A., & Gindi, R. M.  (2015).  Electronic cigarette use among adults: United 
States, 2014 (NCHS Data Brief 217).  Retrieved from 
http://www.cdc.gov/nchs/data/databriefs/db217.pdf 
Siegel, R. L., Miller, K. D., & Jemal, A. (2015). Cancer statistics, 2015. CA: A Cancer Journal 
for Clinicians, 65(1), 5-29. doi:10.3322/caac.21254 
Slopen, N., Dutra, L. M., Williams, D. R., Mujahid, M. S., Lewis, T. T., Bennett, G. G., . . . 
Albert, M. A. (2012). Psychosocial stressors and cigarette smoking among African 
American adults in midlife. Nicotine and Tobacco Research, 14(10), 1161-1169. 
doi:10.1093/ntr/nts011 
Stewart, D. W., Adams, C. E., Cano, M. A., Correa-Fernandez, V., Li, Y., Waters, A. J., . . . 
Vidrine, J. I. (2013). Associations between health literacy and established predictors of 
smoking cessation. American Journal of Public Health, 103(7), e43-49. 
doi:10.2105/ajph.2012.301062 
Von Elm, E., Altman, D. G., Egger, M., Pocock, S. J., Gotzsche, P. C., & Vandenbroucke, J. P. 
(2007). The strengthening the reporting of observational studies in epidemiology 
(STROBE) statement: Guidelines for reporting observational studies. PLoS Medicine, 
4(10), e296. doi:10.1371/journal.pmed.0040296 
Webb, M. S. (2009). Culturally specific interventions for African American smokers: An 
efficacy experiment. Journal of the National Medical Association, 101(9), 927-935.  
Weinstein, N. D. (1998). Accuracy of smokers' risk perceptions. Annals of Behavioral Medicine, 
20(2), 135-140.  
SMOKING CESSATION FOCUS GROUPS 62 
Xu, X., Bishop, E. E., Kennedy, S. M., Simpson, S. A., & Pechacek, T. F. (2015). Annual 
healthcare spending attributable to cigarette smoking: An update. American Journal of 
Preventive Medicine, 48(3), 326-333. doi:10.1016/j.amepre.2014.10.012 
 
  
SMOKING CESSATION FOCUS GROUPS 63 
Appendix A 
STROBE Checklist:  Aberle et al. (2011) 
 
 Item No Recommendation 
Title and abstract 1 Reduced lung-cancer mortality with low-dose 
computed tomographic screening 
Lung cancer screening to detect tumors in early 
stages has been demonstrated to reduce the 
mortality rate from any cause by 6.7% in high risk 
populations with low dose computed tomography 
(Aberle et al., 2011, p. 403). The randomized 
controlled trial evaluated low dose computed 
tomography (n = 26,722) compared to chest x-ray 
(n = 26,732) to detect tumors in participants at 
high-risk for developing lung cancer.  Low dose 
CT scan compared to chest radiography reduced 
the lung cancer mortality rate by 20%, 95% CI 
[6.8, 26.7], p = .004, in high risk adults age 55-74 
years with a 30 pack smoking history or quit 
smoking within prior 15 years (Aberle et al., 2011, 
p. 403).   
Introduction 
Background/rationale 2 Lung cancer is the leading cause of cancer 
mortality in the United States.  Low dose 
computed tomography detects tumors in earlier 
stages and may impact patient outcomes (Aberle 
et al., 2011, p. 396).   
Objectives 3 To compare low dose computed tomography vs. 
chest x-ray impact on mortality rates. 
Methods 
Study design 4 Randomized controlled trial  
Interventions: 
(a) Low dose computed tomography vs. 
(b) Chest x-ray 
Setting 5 U.S. Lung Screening Study (n =10) and American 
College of Radiology Imaging Network (ACRIN)  
(n =23) centers 
Participants 6 Eligibility Criteria: 
Inclusion 
(a) Age 55-74 years, (b) smoking history of 30 or 
former smoker who quit within prior 15 years. 
Exclusion 
(a) Prior lung cancer diagnosis, (b) history of 
hemoptysis, greater than 15 pounds of 
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unexplained weight loss within prior year, (c) 
chest CT performed within 18 months of study 
enrollment (Aberle et al., 2011, p. 396). 
Enrollment: August 2002- April 2004.  Screening 
August 2002- September 2007  
 
(Aberle et al., 2011, p. 396). 
Variables 7 (a) Demographics 
(b) Mortality rates 
Data sources/ measurement 8* (a) Medical records- pathology and staging 
reports, screening results 
(b) Vital Status questionnaire (completed annually 
or semiannually) and National Death Index 
(participants lost to follow up) (Aberle et al., 
2011). 
Bias 9 “ Healthy volunteer effect may bias results in 
Lung Screening Study and ACRIN sites versus 
community sites. Bias of study results cannot be 
determined” (Aberle et al., 2011, p. 405). 
Study size 10 N = 53,454 (lung cancer high risk participants) 
Quantitative variables 11 Descriptive statistics for demographics  
Statistical methods 12  “90% power to detect a 21% decrease in 
mortality from lung cancer in low-dose CT vs. 
chest x-ray group” (Aberle et al., 2011, p. 
405). 
 “Comparison of any cause mortality rate and 
lung cancer incidence rates in low dose CT vs. 
chest x-ray group” (Aberle et al., 2011, p. 
405). 
 “Poisson distribution:  number of events and a 
normal distribution of the logarithm of the 
ratio, using asymptotic methods” (Aberle et 
al., 2011, p. 405). 
 “Weighted log-rank statistic for interim 
analyses for efficacy (Lan-DeMets method) 
and futility (O’Brien-Fleming method)” 
(Aberle et al., 2011, p. 405). 
Results 
Participants 13* Low dose computed tomography (n = 26,722) 
Chest x-ray (n = 26,732) (Aberle et al., 2011). 
Descriptive data 14* Aberle et al. (2011) described baseline 
characteristics in Table 1. 
Outcome data 15* Provided in main results 
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Main results 16 Chest x-ray reduced the lung cancer mortality rate 
by 20%, 95% CI [6.8, 26.7], p = .004, in high risk 
adults age 55-74 years with a 30 pack smoking 
history or quit smoking within prior 15 years 
(Aberle et al., 2011, p. 403). 
Low-dose CT screening reduced the mortality rate 
from any cause by 6.7% (95% CI [1.2 to 13.6], p = 
0.02) (Aberle et al., 2011, p. 403). 
Screening adherence: low-dose CT (95%) 
compared chest x-ray (93%) (Aberle et al., 2011, 
p. 399). 
Other analyses 17 Reported in main results. 
Discussion 
Key results 18 Low dose CT screening reduced lung cancer 
mortality rates in participants at high risk for 
developing cancer. 
Limitations 19 Lack of community based centers  
Interpretation 20 U.S. Preventive Services Task Force recommends 
annual low dose computed tomography for high 
risk smokers age 55- 80 years and discontinue 
screening when an individual has not smoked in 
15 years (Moyer, 2014, p. 331).   
Generalisability 21 Data may be generalized to high risk groups age 
55 -74 years, current smoker with a smoking 
history of 30 pack years or  quite in prior 15 years 
(Moyer, 2014, p. 331).   
Other information 
Funding 22 Cancer Imaging Program, Division of Cancer 
Treatment and Diagnosis; NLST Lung Screening 
funded by Early Detection Research Group and 
Biometry Research Group, Division of Cancer 
Prevention 
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STROBE Checklist:  Asvat et al. (2014) 
 
 Item No Recommendation 
Title and abstract 1 Feasibility and effectiveness of a community-
based smoking cessation intervention in a racially 
diverse, urban smoker cohort 
Asvat et al. (2014) evaluated the smoking 
cessation Courage to Quit 6 (n = 945) and 3 (n = 
549) week programs in ethnically diverse groups 
and intent to treat analysis findings were (a) 7 day 
point-prevalence abstinence rates, 19% vs. 17%, 
OR = 1.18; 95% CI [.88, 1.58], p = .28, (b) no 
statistical difference between African American 
and White groups in quit rates, and (c) 
Contemplation Ladder mean score of 6.9.   
Introduction 
Background/rationale 2 Ethnic minorities continue to experience 
disparities in lung cancer mortality and incidence 
rates.  Limited data to assess the feasibility and 
effectiveness of community based smoking 
cessation programs. Courage to Quit (CTQ) 
programs were a) 6 week program: 
“psychoeducation session and then 6 weekly 
sessions initiated 2 weeks prior to quit date and 
continuing 4 weeks post quit date and b) 3 week 
psychoeducation session and then first session 
prior to quit date, second session at quit date, and 
third session 1 week post quit date” (Asvat et al., 
2014, p. S622). 
Objectives 3 To assess (a) smoking cessation perceptions and 
knowledge prior to and after CTQ 
psychoeducation sessions (b) acceptability, 
feasibility and quit rates of CTQ programs, and (c) 
factors that predict successful smoking cessation  
(Asvat et al., 2014). 
 
Methods 
Study design 4 Cross sectional  
Setting 5 Urban setting in Chicago, IL 
Participants 6 Smokers enrolled in 6 week and 3 week CTQ 
programs in Chicago, IL 
Variables 7 (a) Demographics 
(b) Smoking history 
(c) Quit rates 
(d) Completion rates 
(e) Readiness to quite smoking 
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(f) Pre and Post smoking cessation rates 
Data sources/ measurement 8* (a) Prior to and post psychoeducation session: 
Perceptions and knowledge of interventions 
for smoking cessation: 8-item survey using a 
7-point Likert scale.  
(b) Post psychoeducation session: Smoking 
Contemplation Ladder (Biener &Adams, 
1991). Additional psychometric data not 
provided.  
(c)  Initiation of last session: post treatment 
survey to assess: 7- day point prevalence quit 
rates, use of smoking cessation medications, 
and recommendation of the program to other 
smokers  
 
(Asvat et al., 2014, S622). 
 
Bias 9 Missing in manuscript 
Study size 10 N = 1494 smokers enrolled 6 week (n = 945) or 3 
week (n = 549) (Asvat et al., 2014). 
Quantitative variables 11 Demographic variables were evaluated using 
descriptive statistics. 
Statistical methods 12  “Missing date imputed missing (range 0-20% 
items) with a multiple imputation with 
regression switching if data were missing at 
random.  Each missing value replaced with 10 
plausible values, resulting in 10 imputed data 
sets for additional analyses” (Asvat et al., 
2014, p. S622). 
 t-test or chi-squared analysis: 
demographics/smoking history and program 
acceptability for 6 and 3 week programs 
(Asvat et al., 2014). 
 t-test: pre and post modifications in smoking 
cessation perceptions and knowledge for both 
programs combined (Asvat et al., 2014). 
 Intent to treat: 7-day point-prevalence quit 
rates (Asvat et al., 2014). 
 Univariate and multivariate logistic regression 
analyses on demographics and factors that 
predicted smoking cessation (Asvat et al., 
2014). 
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Results 
Participants 13* N = 1494 smokers enrolled 6 week (n = 945) or 3 
week (n = 549) (Asvat et al., 2014). 
Descriptive data 14* Baseline demographics for study population was 
well balance except: a) 55% Black adults, b) mean 
age 46.4 years (range 18 - 82 years), c) 
contemplation ladder preparation or action stages 
of change (mean  =7.9; SD = 1.42; range = 1-10) 
(Asvat et al., 2014, p, S622).  Smoking history 
participants were primarily daily smokers 
(79.1%), smoked > half a pack (50.7%) and 
smoked  half a pack (49.3%) (Asvat et al., 2014, 
p. S623). 
Baseline demographics for 6 and 3 week programs 
well balanced except: a) age 48.26 (SD = 11.8) 
and 43.60 (SD = 13.9, b) females 57.4% and 
46.1% (Asvat et al., 2014, p. S623) 
Outcome data 15* Provided in main results 
Main results 16 Feasibility: Completion rate 6 week program less 
than short program (53% vs. 75%, OR = .37, 95% 
CI  [.29, .46], p  < .001) (Asvat et al., 2014, p. 
S623).   
Acceptability: 6 week program 90% and 3 week 
program 95% would recommend Courage to Quite 
to other smokers (OR = 1.22, 95% CI [.63, 2.38], 
p = .56) (Asvat et al., 2014, p. S623).   
Point-prevalence quit rates similar in 6 and 3 week 
programs (19% vs. 17%, OR = 1.18; 95% CI [.88, 
1.58], p = .28 (c) Quit rate higher in 6 week vs. 3 
week program (36% vs. 22%, OR = 1.98, 95% CI 
[1.48, 2.67], p < .001 (Asvat et al., 2014, p. S624).   
 
Predictors of successful smoking cessation: 
6 week program univariate analyses: higher 
education (OR = 1.56, 95% CI [1.07, 2.28], p = 
.02), higher readiness to quit smoking (OR = 1.19, 
95% CI [1.02, 1.38], p = .03), smoking cessation 
medications (OR = 1.60, 95% CI [1.06, 2.42], p = 
.004), and improved knowledge post orientation 
on nicotine replacement (OR = 1.11, 95% CI 
[1.03, 1.22], p = .01) (Asvat et al., 2014, p. S624).  
These variables were significant independent 
predictors of successful smoking cessation in 
multivariate analyses (Asvat et al., 2014, p. S624).   
 
3 week program univariate analyses: higher 
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education (OR = 1.87, 95% CI [1.11, 3.13], p < 
.001), absence of smoker(s) in household (OR = 
1.79, 95% CI [1.06, 2.70], p = .03), higher 
readiness to quit smoking (OR = 1.41, 95% CI 
[1.18, 1.69], p < .001), use of smoking cessation 
medication   (OR = 2.27, 95% CI [1.30, 3.93], p = 
.004) (Asvat et al., 2014, p. S624).  These 
variables were significant independent predictors 
of successful smoking cessation, except for 
education in multivariate analyses (Asvat et al., 
2014, p. S624).   
Other analyses 17 No statistical difference between Black and White 
groups in quit rates in 6 and 3 week programs. In 
addition, no statistical differences noted using 
smoking cessation medications (Asvat et al., 
2014).   
Discussion 
Key results 18 The Courage to Quit short term program reported 
encouraging results in feasibility, acceptability, 
quit rates, and improving knowledge of smoking 
cessation interventions (Asvat et al., 2014).  Long 
term programs will warrant additional assessment 
to determine the feasibility and outcomes specific 
to African American smokers (Asvat et al., 2014).  
Limitations 19 Key study limitations were (a) completion rates 
for 6 and 3 week programs, 53% and 69%, 
respectively,  (b) lack of long term evaluation of 
point prevalence abstinence rates, c) attrition rates 
in participants participating in smoking cessation 
programs (Asvat et al., 2014). 
 
Interpretation 20 Smoking cessation programs have reported low 
point prevalence abstinence and quit attempt rates 
in ethnically diverse groups.  Data provides the 
rationale to assess development of smoking 
cessation programs in African Americans in urban 
settings with high incidence and mortality rates. 
Generalisability 21 Sample may be generalized to urban African 
American, Hispanic, and White smokers. 
Other information 
Funding 22 Respiratory Health Association of Metropolitan 
Chicago (acknowledgment for making study 
possible) 
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STROBE Checklist:  Bacio et al. (2014) 
 
 Item No Recommendation 
Title and abstract 1 Differences in quit attempts between non-Hispanic 
Black and White daily smokers: The role of 
smoking motives 
Bacio et al. (2014) reported African American (n 
=155) daily smokers compared to non-Hispanic 
White smokers (n =159) with a history of heavy 
alcohol consumption had more unsuccessful quit 
attempts (χ2 = 5.2, p < .05) using pharmacologic 
interventions.  African American smokers were 
unsuccessful in quit attempts despite reporting 
negative factors of tobacco use, including nicotine 
high and taste of cigarettes (Bacio et al., 2014).   
Introduction 
Background/rationale 2 Factors that influence smoking cessation may 
differ by race. Research is limited on the 
motivation to quit smoking by ethnicity (Bacio et 
al., 2014). 
Objectives 3 To evaluate a) if non-Hispanic Black smokers 
reported more failed quit attempts than non-
Hispanic White smokers and b) to assess the 
motives for differences in failed quit attempts in 
non-Hispanic Black and non-Hispanic White 
smokers (Bacio et al., 2014).   
 
Methods 
Study design 4 Cross sectional  
Setting 5 Community setting.  Participants responded to 
study advertisement.   
Participants 6 Eligibility Criteria: 
Inclusion: non-treatment seeking daily smokers 
(smoked ≥ 10 cigarettes/day) heavy drinkers (≥ 14 
drinks/week for men and ≥ 7 for women) 
Exclusion: (a) serious medical condition within 
past 6 months, (b) regular drug use other than 
cannabis, (c) depression or suicidal ideation 
assessed with Beck Depression Inventory or other 
psychiatric conditions 
(Bacio et al., 2014).   
Variables 7 (a) Demographics 
(b) Number of attempt to quit smoking greater 
than 24 hours in past year 
(c) Motives for smoking cessation 
Data sources/ 8* (a) Response to Investigator developed question: 
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measurement number of attempts to quit smoking lasting longer 
than 24 hours in the past year.  Categories (0-3, 4-
5, and ≤ 6) (Bacio et al., 2014, p. 1770). 
(b) Wisconsin Inventory of Smoking Dependence 
Motives: 68 items with 7-point Likert scale 
(ranging from "not true of me at all" to "extremely 
true of me") “yields 13 subscales on smoking 
motivation” (Bacio et al., 2014, p. 1770). 
Participants responded to advertisement for a 
medication study (varenicline and naltrexone) 
(Bacio et al., 2014).   
Bias 9 Missing in manuscript 
Study size 10 Participants identified from an intake evaluation 
prior to eligible participants (N = 427) randomized 
to medications varenicline or naltrexone (Bacio et 
al., 2014).   
Quantitative variables 11 Demographic variables were evaluated using 
descriptive statistics. 
Statistical methods 12 Series ordinary least squares and logistic 
regressions analysis (Bacio et al., 2014).  
Mediation analyses steps evaluated whether 
motives for smoking by WISDM subscales 
provided a rationale for higher failed quit rates in 
non-Hispanic Black and non-Hispanic White 
smokers (Bacio et al., 2014).   
Results 
Participants 13* Non-treatment seeking daily smokers with alcohol 
history that responded to study advertisement 
(Bacio et al., 2014). 
 
Descriptive data 14*  74% participants identified non-Hispanic 
Black and non-Hispanic White . 
o 49% non-Hispanic Black (n = 155) 
o 51% non-Hispanic White (n = 159) 
o Average age 36.29 years (SD = 
10.7) 
o 31% female 
 Cigarettes smoked daily: 14 (SD = 8.15) 
(Bacio et al., 2014).   
Outcome data 15* Provided in main results 
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Main results 16 No statistical differences between non-Hispanic 
Black and non-Hispanic White smokers in number 
of cigarettes smoked, average number of cigarettes 
per smoking day, and total number of cigarettes in 
the past month (Bacio et al., 2014, p. 1771). “Non-
Hispanic Black  (n =155) daily smokers compared 
to non-Hispanic White smokers  (n =159) had 
more unsuccessful attempt at quitting smoking (β 
= .48, SE = 0.21, χ2 = 5.2, p < .05)” (Bacio et al., 
2014, p. 1771). 
 
Other analyses 17 See main results. 
Discussion 
Key results 18 African American smokers were unsuccessful in 
quit attempts despite reporting negative factors of 
tobacco use, including nicotine high and taste of 
cigarettes (Bacio et al., 2014). 
Limitations 19 Key study limitation was data not generalizable to 
African Americans and non-Hispanic Whites 
without a history of alcohol abuse. 
Interpretation 20 Socioeconomic, cultural, and psychosocial factors 
should be explored to develop community based 
smoking cessation programs. 
Generalisability 21 Retrospective data analysis and sample of heavy 
drinkers may limit generalization of findings to 
other urban settings with racially diverse smokers. 
Other information 
Funding 22 Grants from California Tobacco Related Research 
Program and UCLA Clinical and Translational 
Science Institute. 
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STROBE Checklist:  Jonnalagadda et al. (2012) 
 
 Item 
No Recommendation 
Title and abstract 1 Beliefs and attitudes about lung cancer screening among 
smokers 
Jonnalagadda et al. (2012) performed a cross-sectional study to 
evaluate beliefs about lung cancer and screening.  Participants 
(non-minority n = 34, Black n= 40, Hispanic n = 34) were 
recruited from an urban outpatient clinic.  Key inclusion criteria 
were age 55-74 years and smoking history of ≥10 pack-year 
(Jonnalagadda et al., 2012). Key study results were African 
American and Hispanic compared to White smokers with beliefs 
of (a) increased radiation exposure from CT scans may cause 
cancer (non-minority (18%), African American (47%), Hispanic 
(55%), p = .01), (b) spiritual beliefs that lung cancer was a 
decision from God (non-minority (16%), African American 
(35%), Hispanic (47%), p = .03), (c) lung metastases occur 
rapidly and annual CT screening not beneficial (non-minority 
(32%), African American (66%), Hispanic (66%), p = .03; 
Jonnalagadda et al., 2012). 
Introduction 
Background/rationale 2 Cultural perceptions about cancer (e.g., fear and fatalism) may 
influence participation in screening programs.  Aberle et al. 
(2011) reported a reduction in lung cancer mortality rates using 
annual low dose computed tomography screening (Aberle et al., 
2011).  Healthcare practitioners should evaluate lung cancer and 
screening beliefs that influence treatment decision-making. 
 
Objectives 3 To assess lung cancer and screening beliefs in non-minority, 
African, and Hispanic participants. 
Methods 
Study design 4 Cross sectional  
Setting 5 Urban outpatient clinic in New York, NY 
Recruitment dates: April 1, 2011 to July 31, 2011 
Participants 6  
Eligibility Criteria: 
Inclusion: (a) age 55 -74 years, (b) ≥10 pack-year cigarette 
smoking history, (c) able to speak English, and (d) 
asymptomatic for lung cancer.  Exclusion: (a) history of lung 
cancer, (b) recent diagnostic or screening chest CT, and (c) 
undergoing medical evaluation for lung nodules (Jonnalagadda 
et al., 2012). 
 
Participants were identified from outpatient clinic electronic 
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registration system. 
 
Variables 7 (a) Sociodemographics 
(b) Smoking history 
(c) Lung cancer and screening beliefs  
Data sources/ 
measurement 
8* Participants completed surveys during clinic visits. 
 
(a) Smoking history using the Global Adult Tobacco Survey. 
(b) Lung cancer and screening beliefs:  
Investigator developed questionnaires using a  4 point Likert 
scale to assess lung cancer, cancer treatment to measure beliefs 
using  (a) Revised Illness Perception Questionnaire, (b) Health 
Belief Model, and (c) cultural perceptions from historical breast 
and lung cancers studies 
 (c) Sociodemographics: Investigator developed questionnaire 
from National Health Interview Survey (1995 to 2004). 
(Jonnalagadda et al., 2012). 
Bias 9 Missing in the manuscript. 
Study size 10 Participants identified (n =221) and ineligible (n =61).  Of 160 
eligible for the study, 110 participants completed informed 
consents and questionnaires, and 2 participants excluded due to 
ethnic origin (Jonnalagadda et al., 2012). 
Quantitative variables 11 Demographic variables were evaluated using descriptive 
statistics. 
Statistical methods 12 ANOVA or Chi-square tests evaluated differences in baseline 
characteristics in African American and Hispanic smokers 
(Jonnalagadda et al., 2012).  Chi- square tests to evaluate 
association between intention to screen, lung cancer beliefs and 
screening, and differences in screening beliefs by race 
(Jonnalagadda et al., 2012).  Multiple logistic regression models 
to evaluate independent factors associated with the intention to 
screen (Jonnalagadda et al., 2012).  . 
Results 
Participants 13* N = 108 (non-minority n = 34, Black n= 40, Hispanic n = 34) 
Descriptive data 14* Baseline demographics: (a) mean age for all groups 62.3 years, 
(b) statistically significant across all racial groups were marital 
status (p = 0.01), education (p < .001), and knowledge of a 
person with lung cancer (p =0.01; Jonnalagadda et al., 2012). 
Missing data not described in manuscript.   
Outcome data 15* Provided in main results.   
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Main results 16 African American and Hispanic compared to White smokers 
with beliefs of (a) increased radiation exposure from CT scans 
may cause cancer (non-minority (18%), African American 
(47%), Hispanic (55%), p = .01), (b) lung cancer was a decision 
from God (non-minority (16%), African American (35%), 
Hispanic (47%), p = .03), (c) lung metastases occur rapidly and 
annual CT screening not beneficial (non-minority (32%), 
African American (66%), Hispanic (66%), p =. 03.  No 
statistical differences in beliefs that smoking a risk factor for 
lung cancer (Jonnalagadda et al., 2012).  Only 32% of 
participants willing to complete annual CT screening at their 
own expense (Jonnalagadda et al., 2012).   
Other analyses 17 Exact regression analysis controlling for gender and race: 
fatalism beliefs OR = .24, 95% CI [.05, .96] and concerns about 
radiation exposure OR = .10, 95% CI [.02, .46], independent and 
negative association with intention to screen (Jonnalagadda et 
al., 2012, p. 529). 
Discussion 
Key results 18 African American compared White adults with statistically 
significant beliefs of fear and fatalism in lung cancer and 
screening and spiritual beliefs that God controls cancer 
outcomes (Jonnalagadda et al., 2012). 
Limitations 19 (a) Participants recruited from urban setting, which limits 
generalization of results 
(b) Lung cancer and screening beliefs not evaluated in adults 
who participated in annual CT screening programs. 
(Jonnalagadda et al., 2012)  
Interpretation 20 Lung cancer screening education programs are needed to 
overview survival benefits of screening, perceptions of radiation 
exposure, and healthcare coverage of CT scans for high risk 
groups. 
Generalisability 21 Participants were recruited from urban setting and lack of 
assessment of adults who participated in annual CT screening 
programs limit generalization of study results. 
Other information 
Funding 22 Doris Duke Foundation for Clinical Research 
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STROBE Checklist:  Kanis et al. (2014) 
 
 Item No Recommendation 
Title and abstract 1 Motivation to quit smoking in parental smokers in 
the pediatric emergency department. 
Mean Contemplation Ladder score of 6.2 in 
parental smokers of children admitted to the 
pediatric emergency department (n = 218), (b) 
African American parents were highly motivated 
to quit smoking compared to White parents, and 
(c) parental motivation to quit smoking was 
associated with a child developing an illness 
related to smoking (p = 0.04) (Kanis et al., 2014, 
p. 548). 
Introduction 
Background/rationale 2 Pediatric Emergency Departments (ED) may be a 
venue to conduct smoking cessation interventions 
for parental tobacco users (Kanis et al., 2014).  
The motivation for smoking cessation to reduce 
the likelihood of children developing illnesses 
from parental smokers may be analyzed using the 
Contemplation Ladder (Kanis et al., 2014). 
Objectives 3 To evaluate the motivation for tobacco cessation 
associated with parental smokers (presenting to 
Pediatric ED) risk perceptions of children 
developing illnesses from smoking (Kanis et al., 
2014, p. 547). 
Methods 
Study design 4 Cross sectional  
Setting 5 Urban setting.  Emergency Department Cincinnati 
Children’s Hospital Medical Center 
Participants 6 Eligibility Criteria: 
Inclusion: Parents/guardians of children admitted 
to ED with current smoking history 
Exclusion: inability to speak English 
 
Recruitment January to May 2011 (Kanis et al., 
2014). 
Variables 7 (a) Demographics 
(b) Nicotine Dependence  
(c) Motivation to quit smoking 
(d) Parental risk perceptions  
Data sources/ measurement 8* a) Contemplation Ladder: to assess motivation to 
quit smoking: 0 = no thoughts of quitting to 10 = 
taking action to quit) 
(b) Heaviness of Smoking Index (HSI) 
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(c) Parent Perception of Smoking Health Risks: 
Investigator developed instrument 
(d) Importance, Readiness, Confidence  (IRC) 
ruler: scales 1 -10  
(Kanis et al., 2014). 
Bias 9 Not described in manuscript. 
Study size 10 Sample size of 106 in each group (motivation for 
tobacco cessation due to risks of developing 
illnesses compared to non-motivation for smoking 
cessation) (Kanis et al., 2014, p. 547). 
Two-sided significance level of .05 with 80% 
power (Kanis et al., 2014, p. 547). 
Quantitative variables 11 Descriptive statistics for demographics, smoking 
history, utilization of medical care services, and 
smoking related diseases (Kanis et al., 2014, p. 
547). 
Statistical methods 12  Chi-square analyses of categorical variables 
(Kanis et al., 2014, p. 547). 
 t-test  for continuous and Likert scale variables 
(Kanis et al., 2014, p. 547). 
 Logistic regression to determine association 
between risk perceptions and motivation of 
tobacco cessation (Kanis et al., 2014, p. 547). 
 Wilcoxon rank sum test: “analysis of parental 
and child health effects” (Kanis et al., 2014, p. 
547). 
 Multivariate model: demographics and 
smoking history predicted motivation for 
tobacco cessation (Kanis et al., 2014, p. 547). 
Results 
Participants 13* N = 940 screened, n = 347 eligible, and n = 218 
provided consent 
Descriptive data 14* Kanis et al. (2014) described baseline 
characteristics in Table 2: age (mean 30.9, SD = 
8.7), female (77%), and White (61%). 
Outcome data 15* Provided in main results 
Main results 16  Mean Contemplation Ladder score of 6.2 
(Kanis et al., 2014, p. 548). 
 African American parents were highly 
motivated to quit smoking compared to White 
parents and parental motivation to quit 
smoking was associated with a child 
developing an illness related to smoking (p = 
0.04; p. 548) (Kanis et al., 2014). 
 74% nicotine dependent (HSI ≥ 4) (Kanis et 
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al., 2014, p. 548). 
 79% attempted to quit smoking within prior 
year (Kanis et al., 2014, p. 548). 
 Mean IRC scores: Importance 7.1 (SD = 2.5), 
Readiness 5.5 (SD = 3.2), and Confidence 4.6 
(SD = 3.1) (Kanis et al., 2014, p. 548). 
 Participants (39%) had a high motivation to 
quit smoking (≥ 8 ) scores to reduce likelihood 
of their children developing a illness 
contributed to tobacco use (Kanis et al., 2014, 
p. 548). 
Other analyses 17 Reported in main results. 
Discussion 
Key results 18 Parental smokers with children admitted via 
emergency department with mean Contemplation 
Ladder score of 6.2, which represents thoughts 
about quitting smoking (Kanis et al., 2014, p. 
548).  Participants (39%) had a high motivation to 
quit smoking (≥ 8 score) to reduce likelihood of 
their children developing a illness contributed to 
tobacco use (Kanis et al., 2014, p. 548). 
Limitations 19 Sample may limit generalization of results to 
parents who current smokers from an urban 
setting. High attrition rate as only 63% parental 
smokers participated in the study Kanis et al., 
2014). 
 
Interpretation 20 Contemplation Ladder provides the rationale to 
assess smoking cessation programs for parental 
smokers. 
Generalisability 21 Sample may limit generalization of results to 
parents of children who currently smoke and 
admitted to an urban pediatric ED. 
 
Other information 
Funding 22 Divisional research grant. 
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STROBE Checklist:  Kendzor et al. (2012) 
 
 Item No Recommendation 
Title and abstract 1 Individual- and area-level unemployment 
influence smoking cessation among African 
Americans participating in a randomized clinical 
trial 
Kendzor et al. (2012) reported in African 
American smokers (n = 379) individual income 
levels ≥ $30,000, OR = 2.37, 95% CI [1.18, 4.78], 
p = .02 increased the likelihood, and neighborhood 
unemployment decreased the likelihood, OR= .97, 
95% CI [.95, .98], p < .0001, for smoking 
abstinence over a time period of 3 day to 26 weeks 
(p. 1397). 
Introduction 
Background/rationale 2 African Americans have the highest lung cancer 
mortality rates (Kendzor et al., 2012).  Smoking 
cessation interventions are needed to address 
cancer health disparities. Limited data is available 
to understand the association between 
neighborhood socioeconomic factors and smoking 
cessation in African Americans (Kendzor et al., 
2012). 
 
Objectives 3 To determine the impact of socioeconomic 
determinants (individual and community) of 
African Americans enrolled in a tobacco cessation 
program (Kendzor et al., 2012). 
Methods 
Study design 4 Cross sectional  
Setting 5 Urban setting in Houston, TX 
Participants 6 Eligibility Criteria:  
Inclusion: (a) Black adults, (b) smoked  5 
cigarettes per day for 12 months, (c) expressed 
interest to quit smoking within next 2 weeks, (d) 
ability to understand English with a 6
th
 grade 
literacy level, (e) home phone with permanent 
address (Kendzor et al., 2012). 
 
Exclusion: (a) use of other tobacco products, (b) 
use of other smoking cessation products other than 
nicotine patches from the study (Kendzor et al., 
2012). 
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Variables 7 (a) Demographics 
(b) Smoking history 
(c) Individual socioeconomic  
(d) Area-level socioeconomic  
(e) Participant reported smoking cessation from 
quit date  
Data sources/ measurement 8*  
(a) Demographic Questionnaire 
(b) Tobacco History Questionnaire: average 
number of cigarettes smoked per day and time to 
first cigarette smoked upon awaking 
(c) Individual socioeconomic (income,  
employment status, education) 
(d) Area-level socioeconomic (neighborhood 
unemployment, education, income, and poverty). 
Data obtained from 2000 U.S. Census 
(e) Participant reported smoking abstinence from 
quit date evaluated (3 days, 10, 31days, 26 weeks) 
and prespecified carbon monoxide or saliva 
cotinine level. 
(Kendzor et al., 2012) 
 
Bias 9 Missing in manuscript 
Study size 10 N = 399 African American smokers 
Quantitative variables 11 Demographic variables were evaluated using 
descriptive statistics. 
 
Statistical methods 12  Continuation ratio logit modeling: evaluation 
of individual socioeconomic, area-level 
socioeconomic impact on smoking cessation 
(Kenzdor et al., 2012, p. 1396). 
 “generalized estimating equation approach 
with exchangeable working correlations was 
utilized due to potential for correlated 
outcomes of participants living in the same 
neighborhood”  (Kenzdor et al., 2012, p. 
1396). 
 Missing smoking abstinence data – coded as 
relapsed Kenzdor et al., 2012, p. 1396). 
 “List wise deletion for other missing data” 
(Kenzdor et al., 2012, p. 1396). 
Results 
Participants 13*  N = 379 African American smokers due to 
missing covariates and inability to code address to 
a geographic location (Kendzor et al., 2012) 
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Descriptive data 14* Age: mean 42.2 years (SD = 9.8) 
Cigarettes smoked per day: 20.6 (SD = 12.2) 
Unemployed: 39.9% 
Median annual income: $30,630 
(Kendzor et al., 2012) 
Outcome data 15* Provided in main results 
Main results 16 Unemployed less likely to abstain from tobacco 
use through 26 weeks following quit date 
(Kenzdor et al., 2012, p. 1397). 
“Participants with income levels of  $30,000 
were more likely to abstain from tobacco use 
through 26 weeks following quit date than 
individuals with income < $10,000” (Kenzdor et 
al., 2012, p. 1397). 
Higher neighborhood unemployment and poverty 
were associated with decreased likelihood of 
smoking abstinence (Kenzdor et al., 2012, p. 
1397). 
Participants abstinence over time decreased from 
24.8% at 3 days to 2.9% at 26 weeks Kenzdor et 
al., 2012, p. 1397). 
Other analyses 17 Data presented in main results 
Discussion 
Key results 18 Individual and neighborhood socioeconomic status 
of African Americans have a negative impact on 
smoking cessation (Kenzdor et al., 2012, p. 1398). 
Limitations 19 Key study limitations: a) absence of a data 
analysis to assess the impact of employment 
changes on smoking cessation rates and b) 
generalization of data to other urban settings due 
to variations in socioeconomic status (Kendzor et 
al., 2012). 
Interpretation 20 Socioeconomic factors should be addressed to 
reduce unemployment and increase education 
initiatives.  Free smoking cessation services for 
economically disadvantaged African American 
neighborhoods may increase likelihood of quitting 
smoking (Kenzdor et al., 2012, p. 1400). 
Generalisability 21 Generalization to broader population of Black 
smokers may be limited due to changes in 
socioeconomic status, employment status, and 
neighborhood census rates. 
Other information 
Funding 22 Grants from National Cancer Institute, American 
Cancer Society, Centers for Disease Control and 
Prevention, and MD Anderson Cancer Center 
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STROBE Checklist:  Kutner et al. (2006) 
 
 Item No Recommendation 
Title and abstract 1 The health literacy of America’s adults: Results 
from the 2003 national assessment of adult 
literacy (NCES 2006–483). 
Kutner et al. (2006) reported below basic health 
literacy levels in Hispanic (41%), American 
Indian and Alaska Native (25%), and African 
American (24%) from the 2003 National 
Assessment of Adult Literacy.   
Introduction 
Background/rationale 2 Assessment of health literacy levels is essential to 
develop education materials.  The inability of 
patients to comprehend medical information 
impacts decision-making, communication with 
healthcare providers, and cost of medical care 
(Kutner et al., 2006).  
Objectives 3 To evaluate health literacy in U.S. adults 
Methods 
Study design 4 National Health Assessment Survey 
Setting 5 U.S.  
Participants 6 Eligibility Criteria 
Sample Populations: (1) adults 16 years and older 
residing in households and (2) prison inmates 16 
years and older in federal and state prisons 
(Kutner et al., 2006) 
Variables 7 (a) Demographics 
(b) Self Assessment of Overall Health 
(c) Measuring Literacy 
Data sources/ measurement 8* (a) Demographic and background questionnaire. 
For prison inmates a separate background 
questionnaire was used (Kutner et al., 2006, p. 3). 
(b) “Health literacy assessed in 3 areas: clinical, 
prevention, and navigation in the healthcare 
system.  Stimulus materials and 28 health literacy 
tasks were utilized to represent literacy scales: 
prose, document, and quantitative” (Kutner et al., 
2006, p. 3). 
Bias 9 Kutner et al. (2006) recommend not to draw 
causality and “complex interactions and 
relationships have not been evaluated” (p. 8). 
Study size 10 National Assessment conducted (N = 19,000 
adults  (n = 18,000 adults residing in households, 
n = 1,200 prison inmates)  
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(Kutner et al., 2006) 
Quantitative variables 11 Demographic variables with health literacy levels  
Statistical methods 12  t- tests: “assess differences in literacy from 
background characteristics” (Kutner et al., 
2006, p. 8) 
 “Estimates of performance determined from a 
sample of respondents” (Kutner et al., 2006, p. 
8) 
 Additional statistical analysis were described 
in Appendix C: Technical Notes (Kutner et al., 
2006) 
Results 
Participants 13* N = 19,000 adults (n = 18,000 adults residing in 
households, n = 1,200 prison inmates) 
(Kutner et al., 2006) 
Descriptive data 14* Provided in main results 
Outcome data 15* Provided in main results 
Main results 16  Population health literacy levels see Figure 2-1 
in Kutner et al. (2006): intermediate (53%), 
basic (22%), below basic (14%), proficient 
(12%) 
 “Age  65 years lower health literacy 
compared to younger groups” (Kutner et al., 
2006, p. 12) 
 “Age 25 to 39 with the highest health literacy 
for all age groups” (Kutner et al., 2006, p. 12) 
 Below basic health literacy levels in Hispanic 
(41%), American Indian and Alaska Native 
(25%), and African American (24%) (Kutner 
et al., 2006, p. 11) 
Other analyses 17 Kutner et al. (2006) reported comprehensive 
analyses of a) estimates and standard errors by 
background characteristics in Tables 1-1 to E-29 
and b) health literacy scores in Figures 1-1 to 3.7. 
Discussion 
Key results 18 Health literacy is crucial for adults to understand 
health information for prevention and screening, 
treatment decision-making, and management of 
treatment side effects (Kendzor et al., 2012). 
Limitations 19 Data does not imply causality of health literacy 
and participant background characteristics, as data 
are descriptive (Kutner et al., 2016, p. 8). 
Interpretation 20 Study findings provide the rationale to assess 
health literacy levels to develop smoking cessation 
materials. 
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Generalisability 21 Health literacy data may be generalized to U.S. 
population. 
Other information 
Funding 22 U.S. Department of Education 
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STROBE Checklist:  Larson et al. (2009) 
 
 Item No Recommendation 
Title and abstract 1 Trends in smoking among African–Americans:  A 
description of Nashville’s REACH 2010 Initiative  
 
Larson et al. (2009) evaluated smoking prevalence 
in (a) North Nashville Tennessee using the 
Nashville CDC REACH 2010 Risk Factor survey 
data (n = 4,578) with 98% of sample African 
Americans and (b) White (n =14,499) and African 
American (n = 1,989) groups in Tennessee using 
the CDC Behavioral Risk Factor Surveillance 
System data from 2001 to 2005.  The Nashville 
CDC REACH 2010 program utilized multiple 
approaches within the community including local 
business owners to promote smoking cessation 
programs (Larson et al., 2009).  Key findings were 
(a) statistically significant decreasing linear trend 
for daily smoking (p < .02) in North Nashville, (b) 
statistically significant decreasing linear trend for 
daily smoking in North Nashville males (p = 
.001), and (c) statistically significant increasing 
trend (p < .01) in smoking cessation for White 
Tennesseans (Larson et al., 2009, pp. 315-318).   
Introduction 
Background/rationale 2 African Americans continue to experience health 
disparities in lung cancer incidence and mortality 
rates (Larson et al., 2009).The municipality of 
Nashville, TN developed REACH 2010 initiative 
for smoking cessation to address lung cancer 
disparities (Larson et al., 2009). The ecological 
model for health promotion was used to develop 
smoking cessation interventions (Larson et al., 
2009). 
Objectives 3 To assess smoking prevalence rates from 2001-
2005 in Tennessee resulting from advocacy 
training initiatives to promote policies to decrease 
tobacco use, community based programs to 
increase awareness of negative outcomes (e.g., 
development of cancer) with continued tobacco 
use, and community based trainers to facilitate 
smoking cessation programs (Larson et al., 2009, 
p. 3130. 
Methods 
Study design 4 Cross sectional  
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Setting 5 State of Tennessee and North Nashville, TN 
Participants 6 Eligibility Criteria: 
(a) Black adults age > 18 years in North Nashville, 
TN assessments with data from Nashville CDC 
REACH 2010 Risk Factor telephone survey 
conducted 2001-2005 
(b) Black adults age > 18 years and White adults 
of Tennessee, assessment with data from 
Tennessee Behavioral Risk Factor surveillance 
System 2001- 2005 
(Larson et al., 2009). 
Variables 7 (a) Smoking prevalence rates from 2001-2005, 
(b) Percentage of daily smokers, some days, 
former smokers, and never smokers (Larson et al., 
2009, p.313). 
  
Data sources/ measurement 8* North Nashville: Telephone survey using phone 
directory and random digit dialed numbers to 
evaluate: “Have you smoked 100 cigarettes in 
your entire life? Do you now smoke cigarettes 
everyday, some days or not at all?” (Larson et al., 
2009, p.313). 
 
Tennessee Black and White adults: “telephone 
survey using random digit dialed numbers linked 
to Tennessee area codes and telephone prefixes to 
evaluate “Have you smoked 100 cigarettes in your 
entire life? Do you now smoke cigarettes 
everyday, some days or not at all?” (Larson et al., 
2009, p.313). 
 
Bias 9 Potential for social desirability bias and “data 
controlled for sampling and response bias” 
(Larson et al., 2009, p.314). 
Study size 10 (a) n = 4,578 Black adults North Nashville, TN 
(b) n = 1,989 Black Tennessean adults Behavioral 
Risk Factor surveillance System 
(c) n = 14,499 White Tennessean adults 
Behavioral Risk Factor surveillance System 
(Larson et al., 2009). 
Quantitative variables 11 Interventions to decrease smoking using the 
individual, community, and policy domains of the 
ecological model (Larson et al., 2009). 
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Statistical methods 12  Logistic multiple regression for prevalence trends 
from Nashville and state of Tennessee from 2001 
– 2005 (Larson et al., 2009, p.313). 
 
Comparison of Nashville and state of Tennessee – 
age adjusted to 2000 Tennessee census (Larson et 
al., 2009, p.313). 
Results 
Participants 13* (a) n = 4,578 Black adults North Nashville, TN 
(b) n = 1,989 Black Tennessean adults Behavioral 
Risk Factor surveillance System 
(c) n = 14,499 White Tennessean adults 
Behavioral Risk Factor surveillance System 
(Larson et al., 2009). 
Descriptive data 14* Interventions to decrease tobacco use (n =205), 
with number of activities implemented between 
years 2001 – 2004. 
Outcome data 15* Provided in main results 
Main results 16 Key findings were (a) statistically significant 
decreasing linear trend for daily smoking (p < .02) 
in North Nashville, (b) statistically significant 
decreasing linear trend for daily smoking in North 
Nashville males (p = .001), and (c) statistically 
significant increasing trend (p < .01) in smoking 
cessation for White Tennesseans (Larson et al., 
2009, pp. 315-318). 
“Significant percentage of Black Tennesseans 
reported never having smoked compared to White 
Tennesseans in years 1, 2, 3 and 4” (Larson et al., 
2009, p. 315). 
“No significant changes in daily smoking among 
African Americans and Whites across Tennessee” 
(Larson et al., 2009, p.315). 
Other analyses 17 No trends in smoking prevalence reported for 
females in North Nashville, TN (Larson et al., 
2009, p. 315). 
No trends in smoking prevalence reported for 
Black Tennessee adults (Larson et al., 2009, p. 
315). 
Discussion 
Key results 18 Study findings suggest that community smoking 
cessation initiatives were effective in decreasing 
daily tobacco use in African Americans from 2001 
-2005(Larson et al., 2009). 
Limitations 19  (a) Socioeconomic data (e.g., income and 
education levels) no reported, which may 
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influence smoking cessation and (b) disproportion 
of White Tennesseans compared to African 
Americans to assess smoking trends. 
 
Interpretation 20 Ecological model provided a framework to 
develop tobacco cessation initiatives based upon 
intrapersonal, interpersonal, policy, community, 
and institutional constructs (Larson et al., 2009).   
Generalisability 21 Data may be used to develop community based 
and state smoking cessation initiatives to address 
health disparities in African Americans. 
Other information 
Funding 22 Not specified. 
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STROBE Checklist:  Liu et al. (2013) 
 
 Item No Recommendation 
Title and abstract 1 Smoking cessation interventions for ethnic 
minority groups: A systematic review of adapted 
interventions 
Liu et al. (2013) conducted a systematic review of 
ethnic minority groups smoking cessation studies 
published from January 1950 to April 2013, and 
28 were selected for analysis.  The key finding 
was 13 of 28 studies point prevalence, quit 
attempts or smoking cessation rates endpoints 
were statistically significant (Liu et al., 2013).  
Introduction 
Background/rationale 2 Ethnic minorities continue to experience 
disparities in lung cancer mortality and incidence 
rates (Liu et al., 2013).  In addition, ethnic 
minorities have low smoking cessation rates (Liu 
et al., 2013).   
Objectives 3 Systematic review conducted to assess quit rates 
and effectiveness of smoking cessation programs. 
Methods 
Study design 4 Systematic review of smoking cessation programs 
for ethnic minority groups (African Americans, 
Chinese, and South Asians) 
 
Setting 5 Studies conducted in the United States and 
published from January 1950–April 2013. 
Participants 6 Inclusion criteria of studies: 
(a) Adults, excluding pregnant women 
(b) Ethnicity: African American, Chinese, and 
South Asians 
(c) Smoking cessation interventions 
(d) All languages included 
(e) All research study designs  
Variables 7 (a) Quality assessment 
(b) Acceptability 
(c) Effectiveness of smoking cessation program 
(d) Adaptation of programs tailored to specific 
ethnic minority group. 
 
Data sources/ measurement 8* “Studies were identified from 11 databases: 
Applied Social Sciences Index and Abstracts 
(ASSIA), BIOSIS, Campbell Collaboration; 
Cumulative Index to Nursing and Allied Health 
SMOKING CESSATION FOCUS GROUPS 90 
Literature (CINAHL), Cochrane Central Register 
of Controlled Trials (CENTRAL), Embase, Latin 
American and Caribbean Health Sciences 
Literature (LILACS), Pubmed, PsychInfo, NHS 
Evidence Specialist Collection for Ethnicity and 
Health (SCEH), and Web of Science (WoS)” (Liu 
et al., 2013, p. 766). 
Bias 9 Missing in manuscript 
Study size 10 N=28 
Quantitative variables 11 Not applicable 
Statistical methods 12  “Quality Assessment: studies classified as 
strong, moderate, weak, and not applicable 
(Liu et al., 2013). 
 Acceptability: analysis completed based 
upon adapted interventions for ethnic 
minority populations (Liu et al., 2013). 
 Effectiveness: analysis based upon 
statistically significant smoking cessation 
outcomes (Liu et al., 2013). 
 Adaptation: modifications of programs for 
specific ethnic minority group” (Liu et al., 
2013, p. 767). 
Results 
Participants 13* Number of participants not described for each 
study 
Descriptive data 14* African American (n =23) and Chinese (n = 3) 
studies  
Outcome data 15* Provided in main results 
Main results 16  
(a) Quality: strong (n = 10), moderate (n = 11), 
weak or not applicable (n = 7) (Liu et al., 2013). 
(b) Studies (n = 6) reported acceptability of 
smoking cessation program for specific ethnic 
minority group(s) (Liu et al., 2013). 
(c) Effective smoking cessation program (n = 13) 
(Liu et al., 2013). 
(d) Types of adaptation (1-20) of programs for 
ethnic minority groups: 
 Create materials for specific ethnic 
minority group 
 Literacy and reading levels 
 Resources that highlight members of 
specific ethnic minority groups 
 Targeted graphics 
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 Focus on ethnic minority groups 
cultural beliefs (Liu et al., 2013, p. 
767). 
Programs were not identified for South-Asian 
groups. 
Other analyses 17 No additional analyses 
Discussion 
Key results 18 Key finding was 13 of 28 studies point prevalence, 
quit attempts or smoking cessation rates were 
statistically significant (Liu et al., 2013).  The 
impact of quit cessation interventions has not 
resulted in successful permanent tobacco cessation 
for African Americans and Chinese smokers. 
Limitations 19 A key limitation was non-reporting of point 
prevalence, quit attempts, or smoking cessation 
rates to provide evidence based data to classify 
interventions as ineffective or effective. 
Interpretation 20 Smoking cessation programs have reported low 
point prevalence abstinence and quit attempt rates 
in ethnically diverse groups.  Data provides the 
rationale to develop smoking cessation programs 
in African Americans residing in settings with 
high incidence and mortality rates. 
Generalisability 21 Results may be generalized to African American, 
and Chinese smokers residing in the United States. 
Other information 
Funding 22 Medical Research Council; NHS Health Scotland, 
Fuse, the Centre for Translational Research in 
Public Health, a UK Clinical Research 
Collaboration Public Health Research Centre of 
Excellence; British Heart Foundation, Cancer 
Research UK; Economic and Social Research 
Council; Medical Research Council; National 
Institute for Health Research: and Scottish Clinical 
Research Excellence Development Scheme  
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STROBE Checklist:  Mahoney et al. (2014) 
 
 Item No Recommendation 
Title and abstract 1 Formative evaluation of a practice-based smoking 
cessation program for diverse populations 
Mahoney et al. (2014) conducted community 
focus groups (n = 96) in ethnically diverse urban 
populations and participants included 65% African 
American, 56% age > 40 years, and 85% with 
income ≤ $30,000.  Key themes identified were (a) 
smokers age > 40 years preferred additional 
smoking cessation information and resources to 
evaluate health risks associated with tobacco use 
and (b) smokers age 18 - 39 years access to social 
media and use of mobile technology may be an 
effective platform for smoking cessation 
initiatives (Mahoney et al., 2014).   
Introduction 
Background/rationale 2 Socioeconomically disadvantaged populations 
have higher tobacco use (Mahoney et al., 2014).  
Focus groups conducted in economic and 
medically underserved communities to obtain 
feedback on smoking cessation interventions 
(Mahoney et al., 2014).   
Objectives 3  
To evaluate social and cultural perceptions of 
smoking in diverse populations using the PEN-3 
model to develop effective communication 
methods (e.g., automatic voice response) for 
smoking cessation messaging (Mahoney et al., 
2014).   
Methods 
Study design 4 Focus group-qualitative 
Setting 5 Urban settings in Buffalo, NY (6 focus groups) 
and Niagara Falls, NY (4 focus groups) 
Participants 6 Eligibility Criteria: 
(a) age 18 years, (b) current and former smokers.  
Focus groups conducted March 2011 to  
August 2012 
(Mahoney et al., 2014).   
Variables 7 (a) Demographics 
(b) Smoking history 
(b) Responses to quantitative questions 
(c) Responses qualitative questions 
 
Data sources/ measurement 8* (a) Demographics and smoking history 
SMOKING CESSATION FOCUS GROUPS 93 
questionnaire 
(b) Focus group discussion guide on media, social 
media, automated phone technology, smoking 
cessation messaging  
(Mahoney et al., 2014, p. 188). 
Bias 9 Not described 
Study size 10 N = 96 
Quantitative variables 11 Demographic variables were evaluated using 
descriptive statistics. 
 
Statistical methods 12  Quantitative data: retrieved from ARS and 
loaded into Excel and SPSS (Mahoney et al., 
2014). 
 Qualitative data: focus group audiotapes 
transcribed by research staff and loaded into 
NVivo 8.  Thematic data analysis conducted 
by 4 coders and PEN-3 model used report data 
(Mahoney et al., 2014) 
Results 
Participants 13* N=96 
 
Descriptive data 14* 49% age  40 years, and 39% age 18-39, 61% 
female, 65% African Americans, 48% high school 
or less education, 79% current smokers (Mahoney 
et al., 2014). 
Outcome data 15* Provided in main results 
Main results 16   
Key themes identified were (a) smokers age > 40 
years preferred additional smoking cessation 
information and resources to evaluate health risks 
associated with tobacco use and (b) smokers age 
18 - 39 years access to social media and use of 
mobile technology may be an effective platform 
for smoking cessation initiatives (Mahoney et al., 
2014). 
92% own a cell phone, 48% preferred pre-
recorded messages for smoking cessation 
(Mahoney et al., 2014). 
Other analyses 17 No additional analyses. 
Discussion 
Key results 18 Tailored communication strategies by age group 
should be considered in developing smoking 
cessation programs for ethnic minority 
populations (Mahoney et al., 2014).   
Limitations 19 Focus groups conducted in socioeconomically 
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disadvantaged urban setting.  
Interpretation 20 Development of smoking cessation interventions 
in socioeconomically disadvantage communities 
should be tailored to age groups, such as mobile 
applications. 
Generalisability 21 Sample generalized to socioeconomically 
disadvantage urban communities in Buffalo, NY 
and Niagara Falls, NY. 
Other information 
Funding 22 Grant from Western New York Cancer Coalition 
Center to Reduce Disparities  
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STROBE Checklist:  Martin et al. (2006) 
 
 Item No Recommendation 
Title and abstract 1 Correlates of motivation to quit smoking among 
alcohol dependent patients in residential treatment. 
Martin et al. (2006) evaluated the motivation to 
quit smoking using the Contemplation Ladder and 
perceived barriers of smoking cessation in 
substance abusers (n = 198) in a treatment 
program.  Key findings were (a) mean 
Contemplation Ladder score of 5.78 and 62% of 
participants were considering changes in smoking 
behaviors within 6 months and (b) longest prior 
abstinence on motivation to quit smoking was 
significantly associated with self-efficacy to quit 
smoking r = .49, p < .001 (Martin et al., 2006, p. 
76).   
Introduction 
Background/rationale 2 Participants with substance abuse (e.g., alcohol) 
and tobacco use may impact the motivation to 
quite smoking.  Smoking cessation interventions 
in individuals with alcohol abuse (Martin et al., 
2006). 
Objectives 3 To assess motivation for tobacco cessation in 
participants with substance abuse in residential 
treatment (Martin et al., 2006) 
Methods 
Study design 4 Cross sectional  
Setting 5 Urban inpatient substance abuse treatment facility 
Participants 6 Eligibility Criteria: 
Inclusion: current alcohol abuse assessed by 
Structured Clinical Interview for DSM-IV-Patient 
Version, smoking history of 10 cigarettes/day 
during prior year and daily smoker for prior month 
(Martin et al., 2006). 
 
Variables 7 (a) Demographics 
(b) Nicotine Dependence  
(c) Motivation to quit smoking 
Data sources/ measurement 8* (a) Demographic questionnaire 
(b) Contemplation Ladder: to assess motivation to 
quit smoking: 0 = no thoughts of quitting to 10 = 
taking action to quit) 
(c) Barriers to Quitting Smoking in Substance 
Abuse Treatment: to assess perceived barriers to 
smoking cessation 
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(d) Timeline Followback: assessed 30 days prior 
to treatment for number of cigarette smoked and 
frequency and 6 months pre-treatment to obtain 
alcohol and substance abuse use data 
(e) Fagerstrom Test for Nicotine Dependence 
(FTND)  
(f) Smoking history questionnaire- Investigator 
developed instrument 
(g) Addiction Severity Index: to evaluate 
seriousness of drug abuse 
(h) Alcohol Dependence Scale-Revised: 
(i) Center for Epidemiological Studies Depression 
Scale 
(Martin et al., 2006) 
Bias 9 “Decrease likelihood of bias by assessing the 
effects of smoking and not a clinical intervention 
and motivation for tobacco cessation was not 
necessary” (Martin et al., 2006, p. 77). 
Study size 10 N = 198 
Quantitative variables 11 Descriptive statistics for demographics and 
Contemplation Ladder. 
Statistical methods 12  “Correlations for continuous variables to 
assess association between and Contemplation 
Ladder and demographics. t-tests for 
dichotomous variables that may impact 
demographic variable in multiple regression 
analyses”  (Martin et al., 2006, p. 75). 
 “Multiple regression analyses: to determine 
associations between barriers to smoking 
cessation/ self-efficacy to quit smoking and 
motivation to quit smoking independent of 
substance abuse history, depression, and 
tobacco use” (Martin et al., 2006, p. 75). 
Results 
Participants 13* N = 198 
Descriptive data 14* Age (mean):  34.5 years (SD = 7.9) 
Male (59%) 
Ethnicity: White (84%), Black (13%) 
High physical nicotine dependence: 82% 
1-month prior to treatment cigarettes smoked 
(mean): 23.8 (SD = 10.2) 
FTND score (mean): 5.7 (SD = 2.1) 
(Martin et al., 2006, p. 75).   
Outcome data 15* Provided in main results 
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Main results 16 Mean Contemplation Ladder score of 5.78 and 
62% of participants were considering changes in 
smoking behaviors within 6 months and (b) 
longest prior abstinence on motivation to quit 
smoking was significantly associated with self-
efficacy to quit smoking r = .49, p < .001 (Martin 
et al., 2006, pp. 75 - 76).   
Other analyses 17 Reported in main results. 
Discussion 
Key results 18 The longest prior abstinence on motivation to quit 
smoking was significantly associated with self-
efficacy to quit smoking in the inpatient substance 
abuse treatment setting (Martin et al., 2006). 
Limitations 19 Study did not enroll participants from outpatient 
centers with diverse socioeconomic levels to 
assess smoking history and motivation to quit 
smoking. 
Interpretation 20 Smoking cessation programs for substance abusers 
should include assessment of barriers and 
interventions to increase motivation to quit 
smoking (Martin et al., 2006). 
Generalisability 21 Generalized to urban inpatient treatment centers 
with participants of lower socioeconomic status. 
 
Other information 
Funding 22 National Institute on Alcohol Abuse and 
Alcoholism and two Career Research Scientist 
awards from the Department of Veterans Affairs 
Medical Research Service. 
 
  
SMOKING CESSATION FOCUS GROUPS 98 
STROBE Checklist:  Pepper et al. (2015) 
 
 Item No Recommendation 
Title and abstract 1 How risky is it to use e-cigarettes? Smokers' 
beliefs about their health risks from using novel 
and traditional tobacco products. 
Pepper, Emery, Ribisl, Rini, and Brewer (2015) 
conducted a national online survey in current 
smokers (n = 6,607) to evaluate perceptions of 
health risks associated with electronic cigarettes, 
smokeless tobacco, snus, and dissolvable tobacco.  
Perceptions of participants included electronic 
cigarettes, smokeless tobacco (p < .001), snus (p < 
.001), and dissolvable tobacco (p < .001) were less 
likely to cause lung cancer compared to regular 
cigarettes (Pepper et al., 2015, p. 322).   
Introduction 
Background/rationale 2 Various types of tobacco products are available in 
the United States.  Risk perceptions related to use 
of tobacco products that contain nicotine, such as 
snus, electronic cigarettes may impact smoking 
cessation behaviors (Pepper et al., 2015).  A 
national survey was conducted to evaluate risk 
perceptions of tobacco products (Pepper et al., 
2015).   
Objectives 3 To evaluate smoker perceptions of health risks 
associated with cigarettes and other tobacco 
products 
“Hypothesis 1: Current smokers perceptions that 
e-cigarettes less likely to cause medical issues 
Hypothesis 2: Current smokers perceptions that 
cigarettes more likely to cause lung cancer than 
other tobacco products” (Pepper et al., 2015, p. 
319). 
Methods 
Study design 4 Cross sectional survey of US smokers 
Setting 5 United States 
Participants 6 Eligibility 
Adult current smokers from Tobacco Control in a 
Rapidly Changing Media Environment (TCME) 
project  
Study performed via web in March 2013 
(Pepper et al., 2015).   
Variables 7 (a) Demographics 
(b) Use of tobacco products  
(b) Perceived health risks 
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Data sources/ measurement 8* (a) Smokers responded to question regarding 
perceived health risk of developing lung cancer, 
heart disease, and oral or throat cancer.  
Investigator developed question on likelihood of 
developing each medical condition using a 5 point 
Likert scale. 
(b) Randomly assigned question using computer 
software to assess risks of cigarettes, snus, 
dissolvable tobacco, or traditional smokeless 
tobacco  
(Pepper et al., 2015, p. 319). 
Bias 9 Missing in manuscript 
Study size 10 TCME sample (N = 17,522 US adults, n = 6,607 
current smokers, n = 4,160 former smokers, n = 
6,755 never smokers) (Pepper et al., 2015).   
Quantitative variables 11 Demographic variables were evaluated using 
descriptive statistics. 
 
Statistical methods 12  “Hypothesis 1: Paired t-tests to assess risk 
perceptions of health issues with cigarettes and 
e-cigarettes  
 Hypothesis 2: Paired t-tests comparison of 
cigarettes with other tobacco products 
 Multivariate linear regression models to assess 
demographics and behavioral variables as risk 
perception measure for electronic cigarettes” 
(Pepper et al., 2015, p. 320). 
Results 
Participants 13* n = 6,607 current smokers 
Descriptive data 14*  Age (mean): 44 years (SD = 15, range 18-
94) 
 Ethnicity: non-Hispanic White (68.7%), 
non-Hispanic Black (12.6%) 
 Intention to quit smoking: In the next year 
(53.7%), no plan (31.3%) 
 Awareness of electronic cigarettes: Not 
aware (5.1%), aware and never used 
(44.7%) 
(Pepper et al., 2015, pp. 321-322) 
Outcome data 15* Provided in main results 
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Main results 16 Perceptions of participants included electronic 
cigarettes (p < .001), smokeless tobacco (p < 
.001), snus (p < .001), and dissolvable tobacco (p 
< .001) were less likely to cause lung cancer, oral 
cancer, and heart disease compared to regular 
cigarettes (Pepper et al., 2015, p. 322). 
“Smokeless tobacco less likely to cause lung 
cancer compared to cigarettes (p <  .001) and more 
likely to cause oral cancer (p < .001)”  (Pepper et 
al., 2015, p.321) 
“Dissolvable tobacco less likely to cause lung 
cancer (p < .001) and more likely to cause oral 
cancer (p < .001) vs. cigarettes” (Pepper et al., 
2015, p.322). 
Other analyses 17 Multivariate analysis:  
Electronic cigarette risk perceptions: women more 
likely to develop medical issues from electronic 
cigarettes than men B = 0.11, p < .01) (Pepper et 
al., 2015, p.322). 
Discussion 
Key results 18 Risk perceptions of current smoker from TCME 
survey were electronic cigarettes less likely to 
cause lung cancer, oral cancer, and heart disease 
(Pepper et al., 2015, p.322). 
Limitations 19 Survey did not evaluate perceptions of e-cigarettes 
risks associated with other pulmonary conditions 
(e.g., emphysema) and influence on smoking 
cessation. 
Interpretation 20 Smoking cessation and community outreach 
initiatives should emphasize that all tobacco 
products contain nicotine.  Tobacco use is 
associated with addiction to nicotine and 
development of cancer and heart disease. 
Generalisability 21 Data may be generalized to U.S. smokers. 
Other information 
Funding 22 Not described. 
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STROBE Checklist:  Rosenthal et al. (2013) 
 
 Item No Recommendation 
Title and abstract 1 Targeting cessation: Understanding barriers and 
motivations to quitting among urban adult daily 
tobacco smokers  
Rosenthal et al. (2013) conducted a survey in 
racially diverse low income urban populations (n 
=1205) to determine factors that influenced the 
motivation to quit smoking.  Key findings from 
the final sample of daily smokers (n = 350) with 
66% African Americans included (a) intrapersonal 
barriers: feelings of difficulty to quit smoking and 
gaining weight were associated with gender 
(female), OR = 2.34, 95% CI [1.50, 3.64], p < .01 
and OR = 4.82, 95% CI [2.42, 9.56], p < .01 and 
(b) motivational factors: ability to afford nicotine 
replacement therapy and access to quit website 
were associated with gender (female), OR = 1.91, 
95% CI [1.24, 2.96], p < .01 and OR = 1.82, 95% 
CI [1.10, 3.01], p < .05 (Rosenthal et al., 2013, 
p.1641). 
Introduction 
Background/rationale 2 Cancer health disparities in socioeconomic 
disadvantaged populations may be contributed to 
economic barriers and cultural perceptions 
(Rosenthal et al., 2013).  The evaluation of 
barriers and motivation for tobacco cessation in 
urban communities may provide a foundation to 
develop community specific programs (Rosenthal 
et al., 2013). 
Objectives 3 To identify barriers and motivations associated 
with smoking cessation, and socioeconomic 
differences in barriers and motivations (Rosenthal 
et al., 2013, p.1640). 
 
Methods 
Study design 4 Cross sectional  
Setting 5 Urban setting in New Haven, CT 
Participants 6 Eligibility Criteria:  
Daily smokers from 6 low income communities in 
New Haven, CT 
 
Variables 7 (a) Demographics 
(b) Smoking history 
(c) Barriers to tobacco cessation 
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(d) Motivation to quit smoking 
Data sources/ measurement 8* (a) Demographics and smoking status assessments 
(b) Barriers and motivation questions adapted 
from Community Interventions for Health survey 
(Rosenthal et al., 2013). 
Bias 9 Missing in manuscript 
Study size 10 Survey conducted N = 1205  
Quantitative variables 11 Demographic variables were evaluated using 
descriptive statistics. 
 
Statistical methods 12  Logistic regression analyses to determine 
sociodemographic factors associated with 
barriers and motivations for smoking cessation 
(Rosenthal et al., 2013, p. 1641). 
Results 
Participants 13* N = 350 (Excluded 714 non-smokers and 48 non-
daily smokers from initial 1205 sample) 
Descriptive data 14* Age, mean: 39.87 (SD = 12.8) 
Gender: Female 57.7%, male 42.3% 
Ethnicity: African American (66%), Hispanic 
(20.9%), White (13.1%) 
Average number of cigarettes smoked per day: 
10.15 (SD = 7.28) 
Education: High school diploma/GED or less 
66.3%, Some college or greater 33.7% 
(Rosenthal et al., 2013). 
Outcome data 15* Provided in main results 
Main results 16 Key findings from the final sample of daily 
smokers (n = 350) with 66% African Americans 
included (a) intrapersonal barriers: feelings of 
difficulty to quit smoking and gaining weight were 
associated with gender (female), OR = 2.34, 95% 
CI [1.50, 3.64], p < .01 and OR = 4.82, 95% CI 
[2.42, 9.56], p < .01 and (b) motivational factors: 
ability to afford nicotine replacement therapy and 
access to quit website were associated with gender 
(female), OR = 1.91, 95% CI [1.24, 2.96], p < .01 
and OR = 1.82, 95% CI [1.10, 3.01], p < .05 
(Rosenthal et al., 2013, p.1641).   
Other analyses 17 Data presented in main results 
Discussion 
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Key results 18 The identification of barriers and motivation to 
quit smoking provides a framework to develop 
smoking cessation programs for economically 
disadvantaged populations in urban settings. 
Limitations 19 Key study limitation was the absence of a data 
analysis with smokers in higher socioeconomic 
levels to determine barriers and motivational 
factors associated with smoking cessation.   
Interpretation 20 Study findings provide the rationale to evaluate 
barriers and motivational factors to develop 
tailored community based programs.   
Generalisability 21 Data may be generalized to economically 
disadvantaged populations in urban settings. 
Other information 
Funding 22 Patrick and Catherine Weldon Donaghue Medical 
Research Foundation, Kresge Foundation, 
Emerging and Promising Practices, National 
Center for Research Resources, and Aetna 
Foundation  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STROBE Checklist:  Schoenborn and Gindi (2015) 
 
 Item No Recommendation 
Title and abstract 1 Electronic cigarette use among adults: United 
States, 2014 (NCHS Data Brief 217).  
Schoenborn and Gindi (2015) reported (a) 12.6% 
of adults have tried electronic cigarettes, (b) 
American Indians/Alaska Natives (20.2%) and 
non-Hispanic Whites (14.8%) used electronic 
cigarettes more than African Americans (7.1%), 
and (c) 15.9% current smokers and 22% smokers 
who quit in the past year used electronic cigarettes 
(pp. 2-3). 
Introduction 
Background/rationale 2 Electronic cigarettes use has increased compared 
to cigarettes.  Data from the National Health 
Interview Survey (2014) were utilized to elucidate 
use of electronic cigarettes in the United States 
(Schoenborn & Gindi, 2015). 
Objectives 3 To assess the use of electronic cigarettes in the 
U.S. from the National Health Interview Survey. 
Methods 
Study design 4 Cross sectional survey 
Setting 5 United States 
Participants 6 Age  18 years  
Variables 7 Electronic cigarette use by demographics and 
smoking status (current smokers, recent former 
smokers, long-term former smokers, never 
smokers) (Schoenborn & Gindi, 2015). 
Data sources/ measurement 8* National Health Interview Survey 2014 
 
Bias 9 Missing in manuscript 
Study size 10  (n = 36,697) 
Quantitative variables 11 Demographics and responses to National Health 
Interview Survey  
Statistical methods 12  SAS program SUDAAN to generate estimates 
and variances (Schoenborn & Gindi, 2015, p. 
7). 
 Two sided significant tests (.05) used to assess 
differences in percentages (Schoenborn & 
Gindi, 2015, p. 7). 
 Cochran-Mantel-Haenszel test: to assess trends 
in electronic cigarettes by age groups 
(Schoenborn & Gindi, 2015, p. 7). 
Results 
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Participants 13* (n = 36,697) 
Descriptive data 14* Provided in main results 
Outcome data 15* Provided in main results 
Main results 16 12.6% adults tried electronic cigarettes at least 
once (Schoenborn & Gindi, 2015, p. 1). 
Age group 18-24 years (21.6%) compared to all 
age groups have tried electronic cigarettes 
(Schoenborn & Gindi, 2015, p. 1). 
Males (14.2%) tried electronic cigarettes more 
likely than females (11.2%) (Schoenborn & Gindi, 
2015, p. 1). 
American Indians/Alaska Natives (20.2%) and 
non-Hispanic Whites (14.8%) used electronic 
cigarettes more than African Americans (7.1%), 
and (c) 15.9% current smokers and 22% smokers 
who quit in the past year used electronic cigarettes 
(Schoenborn & Gindi, 2015, pp. 2-4). 
Other analyses 17 Provided in main results 
Discussion 
Key results 18 Electronic cigarette use higher in males, ethnic 
minority groups (American Indians/Alaska 
Natives, Non-Hispanic Whites), and age group 18-
24 years (Schoenborn & Gindi, 2015). 
Limitations 19 Self reporting of electronic cigarette use  
Interpretation 20 Public health experts should develop smoking 
cessation and health prevention initiatives to 
highlight health risks associated with electronic 
cigarettes. 
 
Generalisability 21 Data may be generalized to U.S population 
Other information 
Funding 22 Centers for Disease Control and Prevention 
 
  
SMOKING CESSATION FOCUS GROUPS 106 
STROBE Checklist:  Slopen et al. (2012) 
 
 
Item No Recommendation 
Title and abstract 1 Psychosocial stressors and cigarette smoking 
among African American adults in midlife 
Slopen et al. (2012) evaluated the psychosocial 
stressors associated with tobacco use in African 
American smokers age 34 to 85 years (n =592).  
Psychosocial stressors in current smokers 
compared to never smokers included (a) 
relationship stress, OR = 1.77, 95% CI [1.41, 
2.22], p < .001, (b) financial stress, OR = 1.57, 
95% CI [1.25, 1.97], p < .001, and (c) adult 
stressful events, OR = 1.50, 95% CI [1.26, 1.78], p 
< .001 (Slopen et al., 2012, p. 1166).   
Introduction 
Background/rationale 2 Psychosocial stressors may influence smoking 
behaviors in middle-aged adults (Slopen et al., 
2012).  Limited data is available to understand 
psychosocial stressors associated with smoking 
behaviors in African Americans (Slopen et al., 
2012).   
Objectives 3 To evaluate psychosocial stressors that influence 
smoking behaviors in middle-aged African 
American smokers. 
Methods 
Study design 4 Cross sectional  
Setting 5 Milwaukee, WI  
Participants 6 Eligibility Criteria 
 
Participants from Milwaukee, WI in Wave II of 
the Midlife in the United States (MIDUS II) study 
(a) Black adults, (b) able to speak English, (c) able 
complete 40 minute interview, and (d) residing in 
non-institutional facility. 
(Slopen et al., 2012).   
 
Variables 7 (a) Demographics 
(b) Smoking status 
(c) Psychosocial Stressors 
Data sources/ measurement 8* (a) Sociodemographic questionnaire 
(b) Smoking status: questionnaire to assess if 
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never, previous, or current smoker 
(c) “Psychosocial stressors in 11 domains were 
assessed psychological work stress, physical work 
stress, work–family conflict, perceived inequality, 
relationship stress, neighborhood stress, 
discrimination, financial stress, problems in 
immediate family during the past year, stressful 
life events, and childhood adversity” (Slopen et 
al., 2012, p. 1162). 
Bias 9 Missing in manuscript 
Study size 10 N = 592  
Quantitative variables 11 Demographic variables evaluated using 
descriptive statistics. 
Statistical methods 12  Chi square test: comparison of participant 
characteristics by never, prior, or current 
smoking status (Slopen et al., 2012, p. 1163). 
 Pearson’s correlations: assessment of 
relationships between stress variables (Slopen 
et al., 2012, p. 1163). 
 Multinomial logistic regression: assessment of 
association between psychosocial stressors and 
smoking status (Slopen et al., 2012, p. 1163). 
Results 
Participants 13* N = 592 
Descriptive data 14* Age: 34 – 54 years (60.3%), 55 - 85 years (39.7%) 
Smoking status: Current smokers (27.53%), prior 
smokers (22.70%), and never smokers (44.76%) 
had never been regular smokers  
(Slopen et al., 2012, p. 1163). 
Outcome data 15* Provided in main results 
Main results 16 “Relationship stress, psychological work stress, 
financial stress, perceived inequality, 
neighborhood stress, adult stressful events, 
childhood adversity, and the cumulative stress 
score were associated with higher odds of being a 
current smoker versus a never-smoker (Slopen et 
al., 2012, p. 1164). 
“Participants who scored high on three to four 
stress domains and five or more stress domains 
were nearly 3 (OR = 2.76, 95% CI [1.48, 5.13] 
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and 4 (OR = 3.74, 95% CI [2.09, 6.71] times more 
likely to be current smokers than participants that 
did not score high on any stress domain” (Slopen 
et al., 2012, p. 1165). 
Other analyses 17 Sensitivity analyses: a) no differences in study 
finding with the association between stressors and 
smoking status, b) association of psychosocial 
stress and smoking status not impacted by income, 
age, gender, and education (Slopen et al., 2012, p. 
1165). 
Discussion 
Key results 18 
Study findings provide the rationale to investigate 
psychosocial issues in diverse socioeconomic 
levels to develop tailored community based 
smoking cessation programs for African American 
smokers.   
Limitations 19 Self reporting of stress may be biased due to 
participant’s perceptions of stressors (Slopen et 
al., 2012).  Lack of data on tobacco cessation. 
Interpretation 20 Additional research is warranted to address 
psychosocial stressors and smoking behaviors in 
younger and socioeconomically diverse African 
Americans. 
Generalisability 21 Data may be generalized to middle age African 
Americans.  Limitations on generalization to 
suburban and municipalities with 
socioeconomically diverse and younger African 
American populations. 
Other information 
Funding 22 MIDUS study funded by National Institute on 
Aging.  Initial study: John D. and Catherine T. 
MacArthur Foundation Research Network on 
Successful Midlife Development.  Research 
project funding from Lung Cancer Disparities 
Centers at the Harvard School of Public Health.  
Dr. Slopen postdoctoral fellowship: Center on the 
Developing Child from Robert Wood Johnson 
Foundation. 
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STROBE Checklist:  Stewart et al. (2013) 
 
Item No Recommendation 
Title and abstract 1 Associations between health literacy and 
established predictors of smoking cessation 
Stewart et al. (2013) conducted a Rapid Estimate 
of Adult Literacy in Medicine assessment in 
smokers (n = 402) with 70% African American 
and 66% adult males to determine the predictors 
of smoking cessation.  Key findings were lower 
health literacy levels associated with (a) 
demographics: African American, male, and lower 
income level, (b) perception of less risk in 
developing at least 1 smoking related illness due 
to continued tobacco use (p < .001), and (c) 
increased nicotine dependence (p < .01; Stewart et 
al., 2013). 
Introduction 
Background/rationale 2 Health literacy may impact decision-making for 
smoking cessation (Stewart et al., 2013).  Low 
health literacy levels have been reported in 
economically disadvantaged populations (Stewart 
et al., 2013).  Limited data are available to 
determine association between health literacy 
levels and smoking cessation (Stewart et al., 
2013). 
Objectives 3 To assess associations between impact of health 
literacy on (a) nicotine dependence, (b) 
perceptions of smoking-related risks, (c) self- 
efficacy to quit smoking, (d) consequences of 
smoking and (e) intentions to change their 
smoking behavior (Stewart et al., 2013). 
 
 
Methods 
Study design 4 Cross sectional  
Setting 5 Houston, TX 
Participants 6 Eligibility Criteria: 
Inclusion: (1) current daily smokers, (2) age 18-70 
years, (3) ability to speak and read English. 
 
“Exclusion: (a) current use of nicotine 
replacement therapy or bupropion, (b) 
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participation in smoking cessation treatment 
program, (c) self-reported decision to quit 
smoking within 30 days of study enrollment, and 
(d) carbon monoxide level of < 10 parts per 
million” (Stewart et al., 2013, p. e44). 
 
Recruitment from September 2009 to September 
2010 (Stewart et al., 2013, p. e44). 
Variables 7 (a) Demographics 
(b) Nicotine dependence 
(c) Health literacy 
(e) Smoking outcomes expectancy 
(f) Risk perceptions 
(g) Risk knowledge 
(h) Contemplation of quitting smoking  
Data sources/ measurement 8* (a) Rapid Estimate of Adult Literacy in Medicine 
(REALM): assessment of health literacy.   
(b) Fagerström Test for Nicotine Dependence: 2 
items self-reported average number of cigarettes 
smoked per day and time to first cigarette on 
waking  
(c) Smoking Consequences Questionnaire-Adult: 
55-items of self-report of expectations about 
consequences of smoking with 10 subscales rated 
on a 10-point Likert scale  
(d) Risk Perceptions compared to other smokers: 
Investigator developed Instrument with 4 
questions rated on 7 point Likert scale 
(e) Risk Knowledge: Investigator developed 
instrument with 20 item multiple choice 
evaluation of smoking consequences 
(f) Self-efficacy to quit smoking: Investigator 
developed question 5 point Likert scale 
(g) Intentions to change smoking behavior within 
the next 2 months: rated on 9 point Likert scale 
 
(Stewart et al., 2013) 
Bias 9 Potential for bias due to self-reported measures 
(Stewart et al., 2013). 
Study size 10 N=402 
Quantitative variables 11 Demographic variables evaluated using 
descriptive statistics. 
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Statistical methods 12  Chi-square analysis and t-test to evaluate 
differences in demographics and health 
literacy groups (Stewart et al., 2013, p. e 45) 
 Multiple linear regression analyses to evaluate 
association between health literacy and 
nicotine dependence, smoking outcomes, and 
risk perceptions (Stewart et al., 2013, p. e 45) 
Results 
Participants 13* N=402 
Descriptive data 14* Age (mean): 43.2 years (SD = 10.78) 
Ethnicity: 70.4% African American 
Gender: 66% Male 
Income level: < $10,000 (70.2%) 
Average number of cigarettes smoked per day: 
17.9 
REALM score: 56.13 (SD = 12.92) 
(Stewart et al., 2013, pp. e45-46). 
Outcome data 15* Provided in main results 
Main results 16   
Lower health literacy levels associated with (a) 
demographics: African American, male, and lower 
income level, (b) perception of less risk in 
developing at least 1 smoking related illness due 
to continued tobacco use (p < .001), and (c) 
increased nicotine dependence (p < .01; Stewart et 
al., 2013).  Health literacy levels were not 
associated with self-confidence to quit smoking 
(Stewart et al., 2013, p. e47).   
Other analyses 17 No additional analyses. 
Discussion 
Key results 18 Low health literacy levels in ethnic minority 
populations were associated with less likelihood to 
quit smoking (Stewart et al., 2013). 
Limitations 19 Correlation analysis does not imply causality and 
prospective studies needed to evaluate health 
literacy and predictors of smoking cessation. 
 
Interpretation 20 Smoking cessation education materials should be 
developed with clear and concise language to 
emphasize risk factors of nicotine addiction and 
development of respiratory illnesses in ethnic 
SMOKING CESSATION FOCUS GROUPS 112 
minority populations. 
Generalisability 21 Sample recruited from one city and may limit 
generalization to other urban or rural settings. 
Other information 
Funding 22 Grants from National Institutes of Health/National 
Cancer Institute, and MD Anderson Cancer 
Center.  Fellowship funding from National Cancer 
Institute. 
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STROBE Chccklist:  Webb (2009) 
 
Item No Recommendation 
Title and abstract 1 Culturally specific interventions for African 
American smokers: An efficacy experiment 
Webb (2009) evaluated a culturally developed 
smoking cessation program in African American 
adult smokers following a single mailing of 
printed cultural, Pathways to Freedom booklet (n 
=127) versus standard booklet, Free Yourself (n = 
128).  Key study findings were (a) no statistical 
differences in abstinence rates for the overall 
population in 24 hour (21%) and 7 day (16%) 
point prevalence abstinence rates, (b) culturally 
developed booklet group was satisfied with the 
smoking cessation content versus standard booklet 
group (p = .03), (c) readiness to quit smoking 
mean scores were higher for the standard booklet 
versus culturally developed booklet group (8.22 
vs. 7.27, p = .01), and (d) standard booklet group 
more likely to attempt quitting smoking versus 
culturally developed booklet group (p = .03; 
Webb, 2009).   
Introduction 
Background/rationale 2 Smoking cessation interventions may not address 
the cultural needs of African Americans to 
decrease tobacco use (Webb, 2009).  The pilot 
study was developed to assess smoking 
interventions adapted for African Americans 
(Webb, 2009).  The Resnicow model for culturally 
sensitive interventions for substance abuse 
provided the framework for the study (a) surface 
structure (e.g., using materials to depict African 
Americans) and (b) deep structure (e.g., culture 
and historical perceptions) (Webb, 2009). 
Objectives 3 To determine the effectiveness of a culturally 
specific printed smoking cessation booklet 
compared to standard booklet in African American 
adult smokers (Webb, 2009). 
Methods 
Study design 4 Randomized Controlled Trial  
Intervention: 
(a) Self help printed smoking cessation guide 
(Pathways to Freedom) standard version  
(b) Culturally specific printed self help (Pathways 
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to Freedom) smoking cessation guide.  
Content was identical for both guides 
(Webb, 2009). 
Setting 5 Urban Setting 
Participants 6 Eligibility Criteria: 
Inclusion: (a) aged 18-65 years, (b) smoked  5 
cigarettes per day, (c) ability to read English, (d) 
expressed interest to quit smoking within next 
year 
Exclusion: participating in a smoking cessation 
program 
(Webb, 2009) 
Variables 7 (a) Demographics 
(b) Nicotine dependence 
(c) Readiness to quit smoking 
Data sources/ measurement 8* (a) Fagerström Test for Nicotine Dependence  
(b) Contemplation Ladder to assess readiness to 
quit smoking  
(c) Intervention Rating Questionnaire: 24-item, 4 
scales, rated on 8-point Likert scale 
(d) Client Satisfaction Questionnaire: to assess 
participant’s satisfaction with study 
(e) Booklet Utilization: 4-item questionnaire to 
assess if participants read the material and utilized 
the advice 
(f) Booklet Content 12 -item questionnaire to 
assess comprehension and perceptions of content 
(g) Smoking Status: quit attempts, smoking 
reduction, point prevalence abstinence 24 hours 
and 7 days. 
(h) Cultural Specificity Manipulation check: 4 -
item questionnaire to assess perceptions if booklet 
written for Black smokers 
Participant recruitment: April 2006 and December 
2006.  
Booklets mailed 1-2 days post randomization then 
reminder notification via letter 1 and 2 months to 
read smoking intervention booklet, follow up 
evaluations sent via mail 3 months after initial 
mailing of booklet (Webb, 2009) 
Bias 9 Attrition bias reported in main results 
Study size 10 N =255 (culturally specific n = 127, standard n = 
128).  Study attrition:  cultural specific (n = 2) 
never received booklet, standard (n = 1) not 
reachable via phone or mail (Webb, 2009, p. 931). 
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Quantitative variables 11 Descriptive statistics for demographics and 
smoking history 
Statistical methods 12 Chi-square tests: assess follow up response rates 
and differences in outcome based on initial 
screening method (phone or in person) (Webb, 
2009, p. 930) 
Independent sample t-test and chi-square test: 
assess selection bias (participants who completed 
intervention compared to participants lost to 
follow up) (Webb, 2009, p. 930) 
t-test and chi-squared test: comparison of 
participant baseline and final sample 
demographics, smoking history, and outcomes 
(Webb, 2009, p. 930) 
t-test and ANCOVA: analyses of content 
evaluation and readiness to quit smoking (Webb, 
2009, p. 930) 
Logistic regression: differences in smoking status 
(Webb, 2009, p. 930) 
Post-hoc analysis: content evaluation (Webb, 
2009, p. 930).  Cohen’s d: to analyze effect size 
(Webb, 2009, p. 930) 
Results 
Participants 13* Culturally specific (n = 88) and standard (n =95) 
Study attrition:  cultural adapted booklet (n = 34 
lost to follow up, and n = 6 discontinued) and 
standard booklet (n = 27 lost to follow up, and n = 
5 discontinued)  (Webb, 2009, p. 931). 
Descriptive data 14* No significant differences in demographics and 
smoking history 
Outcome data 15* Provided in main results 
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Main results 16 Attrition bias “no significant interaction between 
treatment condition and study completion on 
baseline characteristics” (Webb, 2009, p. 930) 
(a) No statistical differences in abstinence rates for 
the overall population in 24 hour (21%) and 7 day 
(16%) point prevalence abstinence rates, (b) 
culturally developed booklet group was satisfied 
with the smoking cessation content versus 
standard booklet group (p = .03), (c) readiness to 
quit smoking mean scores were higher for the 
standard booklet versus culturally developed 
booklet group (8.22 vs. 7.27, p = .01), and (d) 
standard booklet group more likely to attempt 
quitting smoking versus culturally developed 
booklet group (p = .03; Webb, 2009).   
Cultural manipulation check: cultural specific 
booklet was effective t (181) = –2.10, p = .04, d = 
.31.  Culturally specific group perceived that 
booklet was developed for Black adults (Webb, 
2009, p. 931) 
Other analyses 17 Reported in main results. 
Discussion 
Key results 18 Smoking cessation interventions adapted for 
African Americans reported low point prevalence 
abstinence and quit attempt rates. 
Limitations 19 Study limitations were (a) attrition of participants,  
(b) lack of follow up with participants to provide 
additional smoking cessation interventions with 
behavioral counselors and nicotine replacement 
therapy, and (c) inability to assess if participants 
read the smoking cessation booklets (Webb, 
2009). 
Interpretation 20 Culturally specific programs may not impact 
smoking cessation in African Americans.  
Additional research is warranted to evaluate 
smoking abstinence in African Americans with 
culturally adapted tobacco cessation programs. 
Generalisability 21 Data may not be generalizable to African 
Americans with varied socioeconomic levels, and 
other urban and suburban settings (Webb, 2009). 
Other information 
Funding 22 Syracuse University 
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Appendix B 
Contemplation Ladder 
 
Instructions: Each rung on this ladder represents where various smokers are in their thinking 
about quitting.  Circle the number that indicates where you are now. 
Biener, L., & Abrams, D. B. (1991). The Contemplation Ladder: Validation of a measure of 
readiness to consider smoking cessation. Health Psychology, 10(5), 360-365 
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Appendix C 
Heaviness of Smoking Index 
How soon after waking do you smoke your first cigarette? 
 
(3) Within 5 minutes  
(2) 6 -30 minutes 
(1) 31- 60 minutes 
(0) 60 + minutes 
How many cigarettes do you smoke a day? 
 
(0) 1 -10 
(1) 11- 20 
(2) 21-30 
(3) 31 or more 
Scoring: low (0–1), medium (2–4) and high (5–6) 
 
Heatherton, T. F., Kozlowski, L. T., Frecker, R. C., Rickert, W., & Robinson, J. (1989). 
Measuring the heaviness of smoking: Using self-reported time to the first cigarette of the 
day and number of cigarettes smoked per day. British Journal of Addiction, 84(7), 791-
799 
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Appendix D 
REALM-SF Score Sheet 
 
Patient ID #: _____________    Date: _________   Staff Initials: _________ 
 
____Behavior  
____Exercise  
____Menopause  
____Rectal  
____Antibiotics  
____Anemia  
____Jaundice 
 
Total Score:  _____ 
 
Administering the REALM-SF: 
 
Suggested Introduction: 
“Providers often use words that patients don’t understand. We are looking at words providers 
often use with their patients in order to improve communication between health care providers 
and patients.  
 
Here is a list of medical words. 
Starting at the top of the list, please read each word aloud to me. If you don’t recognize a word, 
you can say ‘pass’ and move on to the next word.” 
 
Interviewer: Give the participant the word list.  If the participant takes more than 5 seconds on 
words, say “pass” and point to the next word. Hold this scoring sheet so that it is not visible to 
the participant. 
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Arozullah, A. M., Yarnold, P. R., Bennett, C. L., Soltysik, R. C., Wolf, M. S., Ferreira, R. M., ... 
Davis, T. (2007). Development and validation of a short-form, rapid estimate of adult 
literacy in medicine. Medical Care, 45(11), 1026-1033. 
doi:10.1097/MLR.0b013e3180616c1b 
Score Grade range 
0 Third grade and below; will not be able to read most low-literacy materials; will need 
repeated oral instructions, materials composed primarily of illustrations, or audio or 
video tapes. 
1-3 Fourth to sixth grade; will need low-literacy materials, may not be able to read 
prescription labels. 
4-6 Seventh to eighth grade; will struggle with most patient education materials; will not 
be offended by low-literacy materials. 
7 High school; will be able to read most patient education materials. 
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Appendix E 
Focus Group Question Guide 
 
Ecological Model Construct Questions Quantitative Qualitative Source 
Intrapersonal 
Background 
Characteristics/ 
Demographics 
and Smoking 
Status 
Gender: Male, Female 
Age: 18 -29, 30-39, 40-49, 50-59, 60-69, 70 -79, 80+ 
Education Level: Less than high school, High 
school/GED, College graduate, Graduate School 
Employment Status: Employed, Unemployed 
Income Level: <$10,000, $10,000 – 29,9000, > 
$30,000 
Health Insurance: Medicaid, Medicare, Private, No 
insurance 
Current or former smoker in household: Yes or No 
Smoking pack years: (a) number of years you have 
smoked and (b) average number of packs per day (1 
pack = 20 cigarettes 
Heaviness of Smoking Index 
a. How soon after waking do you smoke 
your first cigarette? 
b. How many cigarettes do you smoke a day? 
 
Contemplation Ladder 
 
REALM-SF 
 
X 
 
X 
 
X 
 
X 
 
X 
 
 
X 
 
X 
 
X 
 
 
 
X 
 
 
 
 
X 
 
X 
 
 
 
 
 
 
 
 
 
 
 
 
Heatherton et 
al., 1989 
Biener & 
Abrams, 1991 
Arozullah et al., 
2007 
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Ecological 
Model 
Construct Questions Quantitative Qualitative Source 
Intrapersonal Perceived risk or 
fatalism  
Contemplation Ladder responses: 
Describe the factors influencing your decision to quit 
smoking?  
What would keep you from going to a quit smoking 
program? 
Perceived risks: 
Describe the potential diseases smokers may develop 
from tobacco use? 
 
What are your chances of developing an illness due to 
tobacco use?  
1= Extremely unlikely 2 = unlikely 3= Neutral 4= 
likely 5= Extremely likely 
What are your chances of developing an illness due to 
electronic cigarettes use? 
1= Extremely unlikely 2 = Unlikely 3= Neutral 4= 
likely 5= Extremely likely 
Probing question:  
Will the development of a smoking-related illness 
influence your decision to stop smoking? 
 
 
 
 
 
 
 
 
 
 
 
 
 
X 
 
 
 
 
 
 
X 
 
 
 
X 
 
 
 
 
 
X 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Stewart et 
al., 2013 
Pepper et 
al., 2015 
Weinstein, 
1998 
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Ecological 
Model 
Construct Questions Quantitative Qualitative Source 
Interpersonal  
Experience with 
clinical trials 
(research, 
tobacco 
treatment, etc.) 
Describe how you have tried to stop smoking? 
 
Probing questions:  
What specific resources (e.g., nicotine patches, cold 
turkey, quit lines) have you used to stop smoking? 
 
How will prior experiences to quit smoking influence 
your decision-making to participate in a smoking 
cessation program? 
 X 
 
 
X 
 
Policy Cigarette tax A tax increased the cost of cigarettes in Philadelphia.  
How does the increased price impact your decision to 
buy cigarettes? 
 
 X PA 
Department 
of Revenue 
(2014, 
2017) 
Community Social support Focus group moderator will provide an overview of 
lung cancer screening. 
 
Are you aware of any screening test(s) for lung cancer?  
If so, what are your thoughts about lung cancer 
screening? 
If a lung cancer screening program were available, 
would you get screened? If yes, why? If no, why not? 
 
Probing questions:  
Will the results of a lung cancer screening motivate or 
discourage you from quitting smoking? If yes why? If 
no why not? 
 
Describe your prior experiences with cancer screening 
(e.g., cervical, breast, colon, prostate)?  
What specific factors helped in creating a positive 
cancer screening experience? 
 X 
 
 
X 
 
 
X 
 
 
X 
 
 
 
 
X 
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Ecological 
Model 
Construct Questions Quantitative Qualitative Source 
Institutional Accessibility; 
Access to care Describe how you would like to develop a community 
based lung smoking cessation program (e.g., social 
media, print, email, text, live programs, mobile phone 
application)? 
 
What information do you feel is important to stress to 
African American audiences? 
 X 
 
 
X 
Mahoney et 
al., 2014 
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Appendix F 
Recruitment Flyer 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Join us: 
Date 
Location 
Time 
 
Food and beverages will be provided 
You will receive a gift card for your time 
 
Call to Register: 
Terri Washington 
908.938.5610 
 
 
 
How can you help? 
You can give us feedback and 
ideas to help create a community 
education program to help people 
quit smoking. 
 
If you are: 
 African American/Black 
 Age 18 or older 
 Current smoker 
 
We want to hear from you! 
 
IRB # 16-8005 
Approved 7/26/16 
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Appendix G 
Focus Group Ground Rules 
 Confidentiality – What is said here stays here! 
 Respect  
 No judgment 
 No side-bar chatting 
 One person talking at a time 
 Agree to disagree 
 No question is dumb  
 Use “I” statements 
 Everyone participates 
 Cell phones on vibrate/Take calls outside 
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Appendix H 
Informed Consent Form 
 
 
 
Smoking Cessation and Lung Cancer Screening Focus Group in Black/African Americans 
 
Principal Investigator:  
Evelyn González, MA - Fox Chase Cancer Center 
Co-Investigators: Terri L. Washington, RN, MSN -Drexel University College of Nursing & 
Health Professions and Kimberly Juhas-Davis, DrNP, CRNA- Fox Chase Cancer Center 
 
This is a consent form to take part in research.  It has information about this project and 
what to expect if you decide to take part.  Please think about the information carefully.  
Feel free to talk about the project with your friends and family.  Please ask questions 
before deciding to take part in this project. 
 
You are being asked to take part in this research study because you are a current smoker, age 18 
or older, Black/African American and your input is needed to help us create a community 
education program to help people quit smoking.  The sponsors of this study are Fox Chase 
Cancer Center and Drexel University College of Nursing & Health Professions.  The funding 
source for this study is FourJay Foundation. 
 
Why is this research study being done?   
The purpose of this research study is to obtain your input on smoking and lung cancer which will 
help us design a community education program to help people stop smoking. 
 
In Philadelphia, Black/African Americans have the highest lung cancer death rates versus other 
ethnic groups.  Low quit rates have been reported in programs to help people stop smoking.  
Lung screening may find cancer in earlier stages to reduce death rates.   
 
How many people will take part in this research study? 
 
A total of 2 focus groups will be held with 8-12 participants in each group.  The study will have 
a total of 16 to 24 participants.   
 
What will happen if you take part in this research study? 
 
You will be invited to take part in a group discussion (focus group) with 8-12 Black/African 
American smokers from the community.  The focus group will start with answering any 
questions you might have about the study, your rights in taking part in the study, and how your 
medical information will be kept private.  You will be asked questions about your background, 
SMOKING CESSATION FOCUS GROUPS 128 
smoking habits, if/how you have tried to quit smoking, and input to design a community 
education program to help people stop smoking.   
The focus group will be audiotaped.  Your name will not be recorded.  Only the research team 
will take part in the meetings.  Results from the focus group will be used to help develop 
community education program to help people stop smoking. 
How much time is needed? 
The discussion will take about 90 minutes.  
 
What are the risks to taking part in the research study? 
You may not feel comfortable with some questions.  You may decline to answer questions at any 
time during the meeting.  While all of the information we gather is confidential and others will 
be asked to not share information outside of our group, we cannot guarantee that other 
participants will not talk to others. 
What are the benefits to taking part in the research study? 
Your feedback will help design a community program to help people stop smoking to reduce 
high rates of cancer deaths in Black/African American smokers.   
 
What are the costs? 
There are no costs to you.  
Will you be compensated? 
To thank you for your time, you will receive a $25 gift card at the end of the focus group. 
What happens if I am injured taking part in this research study? 
If you suffer an injury from taking part in this project, notify the research staff right away.  If you 
need medical treatment the cost will be billed to you and/or your insurance company.  Drexel 
University and Fox Chase Cancer Center have not set aside funds for the payment of health care 
expenses or any other damages if you are harmed because of the research study. 
Are there other options than participating in this research study? 
You may choose not to participate in the focus group, the choice is yours. 
How will your medical information be kept private? 
You will be given a unique code to register and confirm meeting attendance.  
Electronic and paper focus group data will be kept private.  All paper records will be stored in a 
locked cabinet.  The electronic data will be stored on password protected file.  Focus group 
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records, informed consent forms, and results may be reviewed by FourJay Foundation, Drexel 
University and Fox Chase Cancer Center authorized staff and study team members.  We may 
publish the results of this study and all personal information will be de-identified so it cannot be 
linked directly to you.  
What are my rights to stop taking part in the study? 
Your participation in the focus group is your choice.  You may stop taking part in the focus 
group at any time without penalty to you even after you signed the consent.  No matter what 
decision you make, there will be no penalty to you.  Leaving the study will not affect your 
medical care if you are a patient at Fox Chase Cancer Center.  You can still get medical care 
from our institution.  
 
In the case of injury resulting from this study, you do not lose any of your legal rights to seek 
payment by signing this form. 
Who can answer your questions about the research study? 
 
If you have questions about: Please Call: 
This study Principal Investigator:   
Evelyn González, MA - Fox Chase Cancer Center: 
215-728-3689 
If you have a concern or complaint Director, Risk Management 
215-728-2591 
Your rights as a research participant while 
you are on this study or after the study ends 
Fox Chase Cancer Center Institutional Review Board: 
215-214-3754 
Drexel University Institutional Review Board:  
215-762-3944 
 
 
By signing below, you tell us that you have gotten all of the information you need; that you have 
received clear answers to your questions, and that you agree to take part in the research study.  
You will receive a copy of this form.  You may also request a copy of the research plan.  
 
___________________________   ________________________           _____________ 
Signature of Participant  Print Name of Participant              Date 
 
 
By signing this form the person obtaining consent indicates that the research participant 
has been fully informed of all aspects of the research study 
____________________________   _______________________  __________ 
Signature of Person   Print Name of Person   Date 
Obtaining Consent   Obtaining Consent 
 
By signing this form the Person obtaining consent indicates that the research participant 
has been fully informed of all aspects of the research study. 
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Authorization (Permission) to Use or Disclose (Release) Protected Health Information (PHI) for 
Research 
IRB# and Protocol ID: 16-8005 
Study Title:  
Smoking Cessation and Lung Cancer Screening Focus Group in 
Black/African Americans 
Principal Investigator: Evelyn González, MA - Fox Chase Cancer Center 
Coordinating Group (or 
Center): 
Fox Chase Cancer Center 
1. What is the purpose of this form? 
This form is required by the Health Insurance Portability and Accountability Act of 1996.  
Specifically the privacy regulation (HIPAA) permits the research investigators listed above to 
use and disclose health information about you for the research study identified above which has 
been approved by the Fox Chase Cancer Center Institutional Review Board. 
The Fox Chase Cancer Center is an organization that does research to learn about the causes of 
cancer, and how to prevent and treat cancer.  Researchers would like to use your protected health 
information for research.  The elements of protected health information as defined by HIPAA 
are: 
Data Elements for Protected Health Information (PHI) 
 Names 
 All geographic subdivisions smaller than a state (except for the first 3 digits of the zip 
code in some cases) 
 All elements of dates (except year) for dates directly related to an individual (e.g., birth 
date, admission date, discharge date, date of death) and all ages over age 89 and dates 
indicative of that age 
 Telephone numbers 
 Fax numbers 
 E-mail addresses 
 Social security numbers 
 Medical record numbers 
 Health plan beneficiary numbers 
 Account numbers 
 Certificate/license numbers 
 Vehicle identifiers and serial numbers, including license plate numbers 
 Device identifiers and serial numbers 
 Web Universal Resource Locators (URL) 
 Internet Protocol (IP) addresses 
 Biometric identifiers, including finger and voice prints 
 Full face photos and any comparable images 
 Any other unique identifying number, characteristic, or code 
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2. What protected health information do the researchers want to use? 
The researchers may want to copy and use the portions of your health information that they will 
need for their research.  If you enter a research study, health information that maybe used and/or 
released include the following: 
 Personal medical history; 
 Family medical history; 
 Tissue/blood/cells/DNA; 
 Content of audio/video recording of sessions; 
 Current and past cancer screening and lifestyle practices, medications, therapies, 
diagnostic tests, surgeries, and/or biopsies; 
 Information from a genetic test you may have had in the past (for example, 
BRCA1 and/or BRCA2 testing) 
 Any information collected in the Health History Questionnaire and/or other 
survey instruments completed during the course of the study. 
You may request a blank copy of the data forms from the study doctor or his/her research staff to 
learn what information will be shared. 
3. Why do the researchers want my protected health information? 
Fox Chase Cancer Center will collect your protected health information and share it with the Fox 
Chase Cancer Center Biostatistical Center if you enter a research study.  The center will use your 
information in their cancer research study. 
4. Who will be able to use my protected health information? 
Fox Chase Cancer Center will use your health information for research.  As part of this research, 
it may give your information to the following groups taking part in the research.  Fox Chase 
Cancer Center may also permit these groups to come in to review your original records that are 
kept by Fox Chase Cancer Center so that they can monitor the research study. 
 The Fox Chase Cancer Center Biostatistical Center 
 Other people or organizations assisting with research efforts of the Fox Chase Cancer 
Center 
 Drexel University College of Nursing & Health Professions 
 FourJay Foundation 
5. How will information about me be kept private? 
Fox Chase Cancer Center will keep all health information private to the extent possible.  Only 
researchers working with Fox Chase Cancer Center or the sponsor will have access to your 
information.  Fox Chase Cancer Center or the sponsor will not release personal health 
information about you to others except as authorized or required by law.  However, once your 
information is given to other organizations that are not required to follow federal privacy laws, 
we cannot assure that the information will remain protected. 
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6. What happens if I do not sign this permission form? 
If you do not sign this permission form, you will not be able to take part in the research study for 
which you are being considered. 
7. If I sign this form, will I automatically be entered into the research study? 
No, you cannot be entered into any research study without further discussion and separate 
consent.  After discussion, you may decide to take part in the research study.  At that time, you 
will be asked to sign a specific research consent form. 
Treatment by your physician will not be affected by whether you provide authorization for the 
requested use or disclosure except if your treatment is related to research. 
8. What happens if I want to withdraw my permission? 
You can change your mind at any time and withdraw your permission to allow your protected 
health information to be used in the research.  If this happens, you must withdraw your 
permission in writing.  Beginning on the date you withdraw your permission, no new protected 
health information will be used for research.  However, researchers may continue to use the 
protected health information that was provided before you withdrew your permission.  If you 
sign this form and enter the research study, but later change your mind and withdraw your 
permission, you will be removed from the research study at that time. 
To withdraw your permission, please contact the person below.  She will make sure your written 
request to withdraw your permission is processed correctly. 
Contact Name: Terri L. Washington, RN, MSN 
Contact Address:  1601 Cherry Street, 3
rd
 Floor, Philadelphia, PA 19102 
Contact Phone and 
FAX: 
908-938-5610 and 215-214-1592 
9. How long will this permission last? 
If you agree by signing this form that researchers can use your protected health information, this 
permission has no expiration date.  However, as stated above, you can change your mind and 
withdraw your permission at any time. 
10. What are my rights regarding access to my personal health information? 
You have the right to refuse to sign this permission form.  You have the right to review and/or 
copy records of your protected health information kept by Fox Chase Cancer Center.  
****************************************************************************** 
Signatures 
I agree that my protected health information may be used for the research purposes described in this form. 
Participant Signature:         Date:     
or Legal Representative:        Date:      
Printed Name of Legal Representative (if any):          
(Indicate why the LAR is authorized to act as a surrogate health care decision-maker under the 
Commonwealth of Pennsylvania) 
***************************************************************************** 
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Appendix I 
Focus Group 1: Coding of Transcript 
Date: January 9, 2017 
Moderators: Terri L. Washington (Drexel University- DNP Program) and Evelyn Gonzalez (Fox 
Chase Cancer Center) 
 
The site contact collected names of participants and provided to moderators on January 9, 2017 
due to transient living facility location.  The moderators provided unique participant codes to 
each individual and confirmed eligibility criteria and reviewed informed consent forms.  Each 
participant signed an informed consent form and completed the Contemplation Ladder, 
Heaviness of Smoking Index, and REALM-SF forms.  The ARS system was not working and 
focus group held in kitchen seating area without a wall to project slides.   
 
Moderator E: …To help us design an education program.  Really design to meet your needs of 
the African American community.  This is part of Terri's PhD dissertation and um so we are very 
excited to have you here.  So before we get started I kind of just want to go over some of the 
ground rules.  Just to keep up the discussion moving.  So for starters what I really want to stress 
is confidentiality what we talk about here is important, but we want to protect each others 
privacy so we do want to go gabbing outside these walls about what you heard here or we are 
talking about attached to peoples names.  You can say I oh heard blah blah.  You don't want to 
say did you know that [participant name] said blah blah.  You don’t want to be using people’s 
names, that is not kind and not respectful. We want to be respectful of one another in this 
particular forum use the words “I”.  I don’t want to necessarily hear about what other people 
unless the question specifically states that.  Please put your telephones on mute or vibrate and if 
they do ring please take the call outside so it does not interrupt the discussion.  We would like for 
one person at a time to talk and remember that no question is a dumb question.  We are not here 
to judge and we don’t want you to judge one another as well.  We want you to agree to disagree 
not everyone can agree on everything so just remember that and we really would like for you not 
to have side bar comments.  So if we are talking here I don’t want here talking on here so this 
will be distracting and the main thing is of course we really want everyone to participate that is 
what is going to make the program more, a lot more richer.  Okay. 
 
Moderator E: So does any one have any preliminary questions about the study itself?  [No 
additional questions from participants].  No.  Okay.  All right, so let’s get started.  [Moderator T] 
you want to come over here and I will finish up back there. 
 
Moderator T: Okay great.  Thank you Moderator E.  So thank you everyone for coming.  
Hopefully this will take less than 1 hour, as I know everyone has the little ones today.  So 
basically we provided you some forms to begin in the beginning to sign about your thoughts 
about quitting smoking.  I just want to remind everyone this will be audiotaped.  Moderator E 
provided you the rules, so use the “I”, use the “I”, use the “I.”  Okay.  So no ones names are 
recorded.  One of the questions that we would like to know, I think we have not already, seems 
like the females outnumber the males here today.  We have one token male.  Congratulations.  
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You are it.  So we usually have a mixture.  So for the first question we are just trying to collect 
some basic demographic information and all in the age range.  So any one between the ages of 
18 to 19 just raise your hand.  Okay.  30 to 39.   
 
Moderator E: I have 3 or 4.  
Moderator T: 40 to 49   
Participant: Sorry so what was the question.  
Moderator T:  Age.  Age range 50 to 59.  60 to 69. I got ask…, 70 -79. So all right, so we have 5 
people answer out of 11.  So how many are age 18 to 29.   
Participant: Oh there you go. 
Participant: You did not say that? 
Moderator:  18 to 29.  Sorry 18 to 29.  Four.   
Participant: Put hour hand down [stating to another participant].  What is the next age you said?  
Moderator T: 30 to 39, 30 to 39 we have four right?  One, two, three, four, five.   
Moderator E: It may be easier to see go around and say to what your ages are we can figure out 
that way.  
Moderator T: Yeah  
Moderator E: [Participant name] how old are you? 
Participants: 25, 32, 27, 35, 29, 30, 31, between 50 and 59 that was the spread that was the 
window, 26, 26, [Moderator E collecting data] 
 
Moderator T: Ok real quick questions.  Education level.  Less than high school.  Just raise your 
hand nothing is embarrassing here.  Okay high school/GED,   
Participant: High school diploma.  [Laughing].   
Moderators T and E: So Less than high school, High school.  Real quick raise your hand GED 
doesn’t matter 1, 2, 3, 4, 5, 6, 7 okay.  What is the next one college graduate?  College graduate.  
2. All right 2 okay.  So we have 7? 
Participant: So I have to graduated from college  
Moderator: I need two anybody in graduate school? 
Moderator E:  So I only have 7, 8, 9 and need 2.  Where are you at?  High school?  College?   
Participant responds: Technical school?   
Moderator E: Technical school.  And what are you?  
Participant: Diploma high school [Moderator E collecting information] 
 
Moderator E and T: We are going to read a scale of income just say that if you fall between any 
of these.  I am sorry unemployment.  Next all right we can go around and ask at end.  Okay. 
Moderator T: Employed.  Moderator collected information  
 
Moderator E and T: Next.  All right so health insurance Medicaid?  Raise your hand if you have 
insurance.  1, 2, 3, 4, 5, 6, 7. 
 
Participant: Keystone etc. etc. health partners and stuff like that? 
Moderator E: 8, 9, 10, 11.  Everybody has insurance right.  Okay?  [Group named various 
insurance plans and moderator collected tally] 
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Moderator T:  Anyone in your current household, anyone in your current household a former 
smoker or current smoker in your household?   
Participant:  Other than ourselves. 
Moderator T:  Other than yourselves? 
Moderator E:  Other than yourself. 
Participant: Okay well, what if your household is being here?  How would that really affect us 
like?  [Multiple participants agreeing with statement] 
Moderator T: So this is your household? 
Participant: So that is everybody 
 
Moderator E: What else?  Next question.  
Moderator T:  Everyone did the contemplation ladder okay.  We can ask questions.  
Moderator E:  All right. 
Moderator T:  All right, here we go.  So everyone filled out the little contemplation ladder where 
you thought today you feel like you if want to stop smoking so one of things we want to ask the 
group is: What is going to help you quit smoking or stop smoking? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: When I move out of here.    
 
Moving out shelter 
Participant: Yes.  Exactly Moving out shelter 
 
Moderator: So moving out of here? 
 
Participant: Moving out of here.  Yes 
 
Moving out shelter 
 
Moderator E: So what is moving out of here or living here that is causing this? 
 
Participant: Extra stress.  Shelter.  [Another participant is speaking] What 
you say?  [Unintelligible].  [Laughter] 
 
Stress of shelter 
 
Moderator: T:  So is that the primary moving out that will influence your decision.  Anything 
else? 
 
Participant: Stress.  I mean as far as stress [unintelligible] Stress 
 
Participant: What is the question? 
Moderator T: So you are thinking about stopping smoking.  What is going to influence you to 
stop smoking?  
Moderator E: Let’s go table by table. 
Participant: Me being more occupied. Occupy time 
Participant: Yes I was going to say that if you occupy your time no one has a 
reason to smoke.  [Unintelligible]… 
Occupy time 
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Moderator T:  We will get to you.  You, what is your… 
 
Participant: My son. 
Moderator T: So your son.  What about your son? 
Same Participant:  I mean I got to chase him.  I can’t be smoking these 
cigarettes and chasing him I cannot breath.  [Laughter]. 
Moderator: Okay 
Son 
Shortness of breath 
Participant: Going to the gym 
 
Going to gym  
 
Participant: Unintelligible  
 
Participant: Going to gym 
 
Going to gym  
Moderator T:  What about you? 
 
Participant: Going to gym 
 
Going to gym 
 
Participant: Unintelligible 
 
Moderator T:  Over here?  Any other responses at this table? 
 
Participant: I said the same thing as she said: less stress.  Better life skills, 
coping skills. 
 
Stress 
Life skills 
Coping skills 
 
 
Moderator T:  Anything else.  Okay.  All right.  So you are all smokers do you think you can 
develop any kind of diseases from smoking? 
Multiple Participants: Yes 
Participant: Of course 
Focus Group 1 Transcript Initial Coding 
Framework 
Multiple Participants: You can die. Death 
Participant: Emphysema Emphysema 
Participant: I feel the difference in my body. You know what I am saying. 
Moderator T: Say that again.  
Same Participant: I feel the difference in myself when I do not smoke.  When 
I smoke you know I am tired, dizzy trying to walk up this hill to get here. 
 
Feel difference in 
body 
Tired  
Dizzy  
Participant:  This hill though. 
Moderator T:  Anything else?   
Participant: What was the question again? 
Moderator T: So you are smoker, what do you believe what type of diseases you can develop 
from smoking? 
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Participant: [Unintelligible] Last year [Unintelligible] I am addicted to the 
nicotine in cigarettes [unintelligible].  Obviously, I am still am 
[unintelligible] but after going back to school again [unintelligible]… But the 
fact [unintelligible]… so I know with smoking I know shouldn’t. 
Addiction 
 
Moderator E: So what kind of diseases do you think you can get from smoking? 
 
Participant: Cancer Cancer 
 
Moderator E: Anybody else?  What other diseases?  Yes. 
 
Participant: Emphysema  
Moderator E and T: Emphysema 
Emphysema 
Participant: Bronchitis Bronchitis 
Participant: Bronchitis 
Moderator E: Bronchitis 
Bronchitis 
Participant: Lung cancer 
 
Lung cancer 
 
Moderator E: [Interrupted when door opened] We are done. 
Moderator T and E: Anything else?  What was the other one?  I am sorry I could not hear. 
 
Same Participant: Lung Cancer Lung cancer 
 
Moderator T: Any other? 
 
Participant:  I feel as though it affects your skin, teeth, hair. 
Moderator E:  In what way? 
Same Participant: Your teeth turn yellow, brittle, takes long time to keep 
your teeth cleaner. 
Affects skin, teeth, 
hair 
Teeth-brittle, yellow, 
difficult to clean 
Participant: Gum diseases Gum diseases 
Participant: It changes your appearance 
 
Changes in appearance 
Multiple Participants: It ages you. 
 
Aging 
 
Moderator T: Okay.  All right. 
 
Participant: You can buy a car…amount smoking cigarettes.  The price you pay to smoke 2 
packs a day.  You talking about 100 dollars a day. 
Moderator T: All right, hold that thought?  We have question about that?  Hold that thought. 
 
Moderator T:  Ok, so we have a multiple choice question we have to ask here.  So you just gave 
us a list of diseases for possible illnesses that you can develop from smoking.  So here is a 
question for everyone?  So what are your chances like of developing an illness?  We are going 
read 5 categories.  I will go through categories and I repeat them: 
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1= extremely unlikely not going to happen, 2= unlikely never going to happen, 3= neutral (your 
not quite sure, some where in between), 4= likely  (yeah it is going to happen), 5= extremely 
likely (its going to happen) 
Moderator T and E:  So 1 (extremely unlikely).  All right by a show of hands I want to go to this 
table.  What do you say? 
Participant: About what?  
Moderator E and T: What are your chances of developing an illness due to tobacco use, 
smoking? 
Moderator E: So your choices are 1= extremely unlikely, 2= unlikely, 3= neutral, yes, 4= likely, 
5= extremely likely 
Participant: Neutral  
Moderator E: You are not sure?  
Same Participant: No 
Moderator E: Neutral means you're not sure.  What are your chances you think that 
developing an illness due to smoking?  Do you think that it is? 
Participant: Likely 
Moderator E: Extremely unlikely, unlikely, neutral, yes its likely, and extremely likely? 
Participant: Yes it’s likely 
Moderator T: So you have 2 likely’s at the table.  [Moderator E capturing tally by hand] 
Moderator E: Go to the next table?  [Moderator E capturing tally by hand] 
Moderator T: We have a likely.  Here?  Likely.  We have 1 extremely likely here and we have 
another likely.  Here?  We have 2 likely’s.  Here?  2 likely’s, extremely likely.  Unintelligible 
noise of responder  [Moderator E captured the correct tally by hand] 
 
Moderator T: Basically we are going to ask the question a different way because we now, we 
have the electronic cigarettes.  So everyone is smoking electronic cigarettes you see an increase 
uptake of that, so we are going to ask the same question specifically about electronic 
cigarettes.  So your choices again 1 = extremely unlikely, 2 = unlikely, 3 = not quite sure in the 
middle, 4 = likely and 5 = extremely likely.  So here we are going to take this table first.  
Participant: The one with nicotine or without nicotine? 
Moderator T:  Okay, that is a good question.   
Moderator T:  So we have one unlikely and likely here.  [During this question Moderator E is 
taking a hand tally] 
Participant: I am going say neutral on that. 
Participant:  I do not smoke it so I will pass on that. 
Moderator T: Here?  So we have a neutral here. 
Participant: Neutral  
Moderator T: Neutral here 
Participant: Neutral  
Moderator T: Neutral here 
Participant: I am still likely 
Moderator T: Likely 
Participant: Unlikely 
Moderator T: Unlikely.  Here? 
Participant: Neutral 
Participant: Neutral 
SMOKING CESSATION FOCUS GROUPS 139 
Participant: Likely [Moderator taking the correct tally by hand] 
Moderator E:  Okay.  We are doing good.   
 
Moderator T: All right.  So let us ask a quick question.  So, what have you tried to stop 
smoking?  What have you tried?  We will start at this table here first. 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Multiple Participants: Nothing 
Moderator T: Nothing 
 
Nothing 
Participant: Cold turkey.  Patches:  3 a day, 2 a day, 1 a day, running, eating 
more, sewing, [Unintelligible] everything.  
 
Cold turkey 
Patches 
Running 
Eating 
Sewing 
 
Moderator E: How about you?  What have you done to try quitting?  Have you tried? 
 
Participant: Cold turkey [Unintelligible] then I started back up.  So just to 
occupy…I got to do something to stop. 
 
Cold turkey 
Occupy time  
 
Moderator: [participant name] how about you? 
Participant: The same.  
 
Participant: So basically you have to take time.  You know what I am saying. 
 
Occupy time 
 
 
Moderator E: So what did you do?  How do you?  Have you tried to quit?  What have you done? 
 
Participant: Nothing 
 
Nothing 
 
Moderator E: Okay.  How about you?  Have you tried to quit?   
 
Participant: Yeah.  Just stop. 
Moderator E: Super, how did you do that? 
Same Participant: Just stop buying. 
Moderator E: Cold turkey.  Stop buying. Cold turkey. 
Cold turkey 
Stop buying 
 
Moderator E: [Participant Name]? 
 
Participant: I used the gum and I went cold turkey. 
 
Gum 
Cold turkey 
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Moderator T: Okay over here? 
 
Participant: The pain helped me stop.  Feeling pain. I got sick enough and 
then it helped me stop smoking.  
Moderator E and T: So, how did you do that?   
Same Participant: I started feeling pain in my chest and everything and then.  
Moderator E: Did you use any kind of aid?  [Another participant-she got 
scared].  
Moderator T: So, basically you got scared with the pain.  
Same Participant: Yeah.  The pain. I started feeling pain in my chest and all 
that and that helped me stop. 
 
Feeling pain 
Chest pain 
Scared with pain 
 
Moderator E: How about you? 
 
Participant: Well, for me it has been always been cold turkey and either just 
being pregnant or just cold turkey.  
 
Cold turkey 
Pregnancy 
Moderator E: How about you [Participant Name]? 
 
Participant: Tried patches.  
 
Patches 
 
Moderator T: How many times you tried for a while? 
 
Same Participant:  My theory about patches is they work if you believe they 
work if you don't believe they work they don' t work.  You know what I am 
saying? 
 
Belief about patches 
Participant: Tried cutting back 
Moderator: Tried cutting back? 
 
Cutting back 
Participant: Gum 
Moderator T: Oh, nicotine gum 
Same Participant: It worked for about 2 days 
Moderator T: It worked for 2 days? 
Same Participant: Yeah.  Definitely it did.  Then I ran out.  
Moderator T: Oh, okay. Once you ran out with that.  
Nicotine gum 
 
Another Participant: Somebody gave me a cigarette like I am all right that cool. 
Moderator E: How about you? 
 
Participant:  When I was a heavy smoker I did the patches and then I 
[unintelligible] making my own cigars.  
Moderator E: I am sorry I did not hear? 
Same Participant: I said I did the patch years ago.  I smoked two packs of 
cigarettes like 3 or 4 days.  I did a patch and I stopped.  Then but years later I 
Patches 
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graduated to rolling my own cigars though and that is not good. 
 
 
Moderator T: Okay, all right. 
 
Moderator T: So…questions.  The taxes went up in cigarettes so is that going to influence you in 
terms of buying cigarettes. 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Multiple participants at same time stating no. No impact 
 
Participant: So no, you can get them in the hood for 8 dollars a pack.  [Group 
laughter]. 
 
Find cheaper in 
neighborhood 
 
Participant: Sometimes you think about priorities for instance I want to get a 
new car.   
Moderator: Um hum 
Same Participant: What I pay to smoke cigarettes I can drive anything I want 
to drive [Unintelligible] I am serious.  I can drive a Benz, a Jaguar whatever I 
want to drive at the cost of cigarettes for what I pay to smoke. 
 
Personal 
priorities  
 
Moderator T: So the tax increase…  how does that impact you buying cigarettes.  You just going 
to… 
Moderator E: Are you going to buy cigarettes even though the taxes went up? 
 
Participant: No, I am going to get someone to buy it for me. 
 
Find a friend to 
buy cigarettes 
Participant [same participant with comment about cars and smoking]:  Has 
not change anything for the most part.  But I am talking about the other 
issues that can be some motivating factors for change.  
Moderator E: Right 
Same Participant: Most definitely.  So do I want to walk or drive… 
 
No impact 
Personal 
priorities 
 
Moderator E: Terri, do you need individual for this or like a group discussion piece.  Okay. 
Moderator T: Okay.  Anyone else at this table? 
Participant: Oh yeah.  At the cost of cigarettes to me would change my mind 
to smoke.  Then I don’t work as I cannot afford to buy everything just when I 
smoked [unintelligible].  Yeah to me the price going up did change my mind. 
 
Yes- change 
mind 
Cannot afford to 
buy 
 
 
Moderator T: So somewhat changed you?   
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Participant: Yes I thought it would but…. 
 
Not sure 
 
Participant: Yeah me too.  I’m like I ain’t buying cigarettes no more forget 
this. 
Change mind 
cannot afford 
 
Moderator T: Ok.  
 
Moderator E: When you say you thought it would make a difference but you found a way.  What 
things did you give up to continue smoking? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: I ain’t had to give up nothing. I just went to the hood nearest me 
and brought it for 8 dollars. 
Moderator E and T:  You just found a way.   
Moderator E: You did not have to give anything up? 
Same Participant: No.  I got a whole bunch of patience 
 
Found cheaper in 
neighborhod 
 
 
Participant: I save my money versus going to a corner store buying them. 
 
Save money 
 
Participant: They now 12 dollars. 
Moderator E: [Multiple conversations ongoing].  Hold on.  Hold on.  One at a time. 
 
Participant: I ride the train to the county where they are cheaper. 
Moderator T: So basically you went some place where you can find it 
cheaper.  You went outside Philadelphia.  
 
Found cheaper 
outside 
Philadelphia 
Participant: Stop drinking sodas right away. 
 
Stop drinking 
soda 
Participant: The distance has been helping me cut back.  Since I been here it 
helping stop because the stores way to far.  I tried CVS around the corner 
they don’t sell cigarettes.  So yesterday I smoked 1 cigarette.  The day before 
I smoked 2.  Like this is way less than what I usually smoke.  Cause the 
distance of these stores is way to far.  Way to far.  
 
Smoked less 
Distance of 
stores 
Local store does 
not sell. 
 
Moderator T: Anyone else.  Anyone else. 
Moderator E: Anybody else over here.  
 
Participant: I just go somewhere else cheaper like she said. 
 
Find cheaper  
 
Moderator E: Okay.  Okay. 
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Moderator T: So the next set of questions we are going to ask about has to do with developing a 
program, a screening program so.  Just a generalize question are you aware of any type of 
programs to help screen? 
Moderator E: I hear a radio 
Participant:  It is not a radio.  She needs earphones.  
Moderator E: Can we lower that just a little?  
Same Participant: Yeah.  Use the earphones.  What you say. 
Moderator E:  She did say thank you.  
 
Moderator T: So are you aware of any type of tests to detect [lung] cancer and type of screening 
tests. 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: Yes. Aware of cancer 
screening 
Participant: I wasn’t. Not aware of 
lung cancer 
screening 
Participant: They are not going to offer that.  
Moderator T: Hmm.  I did not hear you.  
Same Participant: I said a test like that they wouldn’t offer that.  Not down 
here.  Because the problem for them in selling cigarettes is too high for them 
to come in here to try to stop peoples from doing something that they need to 
do in order to continue to be successful in selling their product. Why would I 
try to get you a cure for something that I am so active selling?  I am not 
looking for a cure for you.  If you do not take the initiative to find for 
yourself then come on and buy another pack. 
Group: That is true.  Amen.  I agree. 
 
Not offer test due 
to neighborhood 
 
 
Not looking for a 
cure 
Participant: [Unintelligible] I don’t think they have this test for me they find 
something [unintelligible] 
Not aware 
Moderator E: Is any one else aware of any kind of screening test that might 
be available to detect lung cancer specifically.  Like mammograms for breast 
cancer is anyone aware of any type of testing.  How about over here? Over 
here? [Participants nodding heads to denote not aware]. Over here? 
[Participants nodding heads to denote not aware]. Okay.  All righty. 
Not aware 
 
 
 
Moderator T: So if there was a program to for lung cancer screening would you participate in it? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Group: Yes.  Yes. 
Moderator T: Over here an overwhelming yes.  A lot of yes. Nodding heads. 
Group: Yes 
Yes, would 
participate  
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Moderator E: How many would not? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: Who wouldn’t want to know about their lungs? 
 
Learn about 
damage to lungs 
 
Participant: I want too know how bad it is?  How much damage I did?  That 
would make me stop. 
Learn about 
damage to lungs 
 
Participant: I mean I seen a smokers lung.  It is scary for a second.  It takes 
10 years to clean your lungs. 
Stress of seeing 
smokers lung 
Participant:  [Unintelligible] I am just like.  Now that I know this stuff I 
don’t want to know how bad it is.  So that was my mind frame.  I don’t think 
I really have an answer to that question until they say listen I think something 
wrong.  Then you need to find out.  Then you be like I have to know it is too 
bad or you want me to know [unintelligible]. Like this thing [unintelligible] I 
didn’t…. 
 
Distress in 
learning results 
 
Moderator E: For breast cancer?  [Participant agreeing for breast cancer] 
 
Participant: Yeah, because they wait to the last minute to tell you. 
 
Delay in learning 
results from test. 
 
Moderator T:  So I guess what we are hearing in the room is like okay if we knew there was a 
program you would participate if you knew about it right? 
 
Multiple Participants: Yes and group nodding heads to agree. 
 
Yes would 
participate in 
lung cancer 
screening 
 
Moderator T: So here is an intriguing question.  So you go to a screening program you get the 
results back and what are results they say are positive or some type of sign of lung cancer would 
that encourage you to stop smoking? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
 
Multiple participants: Yeah. Yes. 
Yes, would quit 
smoking 
Participant: I doubt it 
Moderator T: [Multiple conversations at the same time].  One at a time.  So 
you said? 
Same Participant:  I am not going to stop right then and there. It’s like going 
to take me a little while.  I need a cigarette to wrap my mind around it.  I 
No, would 
continue 
smoking to cope 
with results 
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Focus Group 1 Transcript Initial Coding 
Framework 
need a cigarette to wrap my mind around the situation. 
 
Participant: Unintelligible.  [Multiple responses ongoing]. 
Moderator T: So what you are saying once you feel the physical symptoms 
of it that would encourage you?  Am I paraphrasing you correctly? 
Participant: Yep 
Physical 
symptoms of 
lung cancer 
 
Moderator T: Would that encourage you to stop?  [Question to another participant]  
 
Participant: If they told me that something was wrong.   
Moderator T: Um-hum 
Same Participant:  Of course.  Yes 
Moderator T: Okay 
Yes, would quit 
smoking 
Participant: If they told me something was wrong.  
 
Yes, would quit 
smoking  
 
Moderator T: You would stop?  [To another participant] 
 
Participant: Yep Yes, would quit 
smoking 
Participant [same participant with comment Of course. Yes.]:  My mother 
smoked for like 47 years they told her she would develop emphysema if she 
did not stop she going to die.  My mom stopped that day. 
Family member 
with respiratory 
disease 
 
Participant: My mom kept going when they told her she had emphysema. 
Participant: My grandmother kept going.  
 
Participant: It depends on the person. 
 
Depends on 
person 
 
 
Moderator E: How about over here?  So if the test results showed that you were symptomatic 
would you quit smoking?  
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: It’s like crack Drug addiction 
 
Moderator E: Both of you yes.   
 
Multiple Participants: Yes Yes, would quit 
smoking 
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Moderator E: Okay.  How about this table?  [Unintelligible comment from participant].  
[Laughter from several participants]. 
Participant: Symptomatic like a disease?  [Unintelligible] 
Moderator E: We will talk a little bit about cancer about lungs after we are done this discussion. 
 
Moderator T: All right I heard you had the prior experience you mentioned mammogram.  Can 
you tell us a little about that experience?  So we are going to just talk about it?  Before you do 
that, has anyone participated in any other type of screening for breast cancer, prostate cancer 
anything like that?  
 
Focus Group 1 Transcript Initial Coding 
Framework 
 
Group: Yeah 
General cancer 
screening 
program 
Participant: I have taken exam for prostate  
 
Exam for 
prostate cancer 
 
Moderator E and T: So we have someone for prostate cancer.  Someone who went for a 
mammogram.  What other screening tests?  Anybody else?   
Moderator E: Has anyone else had a pap test? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Multiple Participants:  Yes 
Moderator E: How people had of pap tests? Pap test? 
Moderator E: [Multiple discussions ongoing].  I can’t hear. I can’t hear.  
There is too much discussion going on? What I need to know is? So most of 
you here had a Pap? 
Participant: Yes 
Pap Test 
 
Moderator E: Okay 
 
Moderator T: So you talked about the breast cancer for mammogram.  Mammogram for breast 
cancer.  What made that?  Sometimes people have different feelings about going to a screening 
program because they feel okay why am I doing it?  What made the experience good for you?  Is 
it something that stood out to you when you went that you said okay I am coming back year after 
year? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: Well. They don’t usually… don’t give the mammogram until 
you are a certain age so I only had to go because the self breast exam at the 
GYN was kind of weird  [unintelligible]. 
 
Moderator E: So you went because it was routine?  Was there anything about 
 
Delay in learning 
about results 
 
Anxiety in 
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Framework 
it that you …was a positive experience? 
Same Participant: It was positive because they found something that they 
caught early, but after that is was not a good experience they could not 
really…[unintelligible]. 
 
Moderator E: Ok.  In what way? 
Same Participant: That just my knowing...that I got MRI, CT scans and 
ultrasounds are all nerve wrecking.  So they don’t ever treat you like at tests 
so they say these are your results? You get tested and you go like a week or 
two weeks later to your doctor and she discusses stuff with you. So you bite 
your tongue until they finally break it to you what you need to know.   
 
Moderator E: So what I am hearing is that actually having the test and 
finding something early is positive and but follow up was not as pleasant. 
Same Participant: Yeah.  [Unintelligible]. 
Moderator E: You were anxious? 
Same Participant: Yeah.  
Moderator E: It was anxiety provoking?  
Moderator T: Anything else?  Okay, all right. 
learning about 
results 
 
 
Moderator T: So if you were to develop a program.  How would you like to see it developed?  
What would you like to see in a program to stop smoking?  What would you like to see?  Here 
we go. 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: I know what would be helpful if you like show different peoples 
lungs like expose over time [unintelligible]. Show what you are doing to 
yourself.  
Moderator T: So what you are saying is basically show pictures of okay this 
is what you were before smoking this is what is happening while your doing 
it.  As you keep going on. Here we you go [gesturing to another participant]. 
Show pictures of 
lungs 
Participant: They do have these commercials with the people be having lungs 
and throat. [Unintelligible]… Every time I look at one of them persons I 
don’t really want to smoke anymore that those types of people. 
 
Commercials 
with pictures of 
smoker lungs 
and throat 
Emotional 
impact of 
commercials 
Participant:  But that don’t really want me to stop smoking. Commercials no 
impact on 
smoking 
cessation 
Participant [that provided commercials comment]: That really freaks me out Emotional 
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like really looking at them individuals and stuff on tv. impact of 
commercials 
Participant: You don’t see those kind of people around the way though.   
 
Relating to my 
situation 
 
Participant: You don’t see it in person so it is not real. Relating to my 
situation 
 
Moderator T: So you would like to a see commercial with a smoker.   
 
Participant: They do have the commercials. 
 
Commercials 
 
Participant: They do have the commercials.  What I am staying that actually 
influences my decision to stop smoking.  Cause like you say we don’t see 
those people around our way. [Unintelligible….] in actuality… 
Relating to my 
situation 
 
Moderator E:  So by a show of hands seeing those commercials with people that have been 
affected by lung cancer how many people by a show of hands would be influenced by that?  By a 
show of hands how many people would be influenced by that?  
 
[In background person chasing son.  Participant: This baby is killing me every turn.  Every 
chance he gets] 
 
Participant: About what?  What did you say? 
 
Moderator E: How much would you be influenced.  You obviously seen it?  So how people 
would be influenced by seeing somebody who had you know a voice box or something?  
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: Definitely think about it. About change… Yes, would think 
about smoking 
cessation  
 
Moderator E: How many?   
Moderator T: [Counting] 1 2 3 4.  Four. 
 
Multiple Participants Ongoing Conversations: You think about it.  It’s like 
when you see it.  [Unintelligible….Laughter] 
Yes, would think 
about smoking 
cessation  
Participant:  You know what I don’t want that in my life. But after seeing 
that commercial the memory is gone.  Its like… [Multiple conversations 
ongoing] 
Emotional 
impact of 
commercials  
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Moderator T: All right. 
 
Participant: It do touch you but it make me feel like that it might not happen 
to me. 
Emotional 
impact of 
commercials  
Participant: They might have smoked Marlboros.  I don’t smoke Marlboros.  
I am not going to smoke menthols? [….] all the same. 
Depict cigarette 
strength 
 
Moderator E: So do they show what type of cigarette they are smoking? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Multiple Participants: No 
 
Commercials do 
not show type of 
cigarette  
 
Moderator E: So how would that influence you? 
 
Same Participant with response might have smoked Marlboros: I know a lot 
of older people like older than I am like my aunt.  They smoked harsher 
cigarettes so its like I had went to a Newport choice.  Like Newport Light or 
try to find a lighter cigarette but [unintelligible].  So smoking will still be the 
same. 
Cigarette 
strengths of older 
and younger 
generations 
 
Moderator E: So you think smoking different a lighter brand is helpful?  Do others feel the same 
way? 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: No smoking is smoking.  All the same thing. Cigarette 
strength similar 
regardless of 
brand 
Participants: A light one is more…  Cigarette 
strength 
Participant: Still nicotine. Still the same thing. Cigarette 
strength similar 
regardless of 
brand 
Multiple Participants ongoing conversations: Comments on smoking strength Cigarette 
strength 
 
Moderator T: So you need something that identify in terms how? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: Powerful and how it makes you feel. Depict cigarette 
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Framework 
strength 
Participant: How potent it is. Depict cigarette 
strength 
 
Moderator T: How potent it is? 
 
Participant: So extra light is like smoking paper. Cigarette 
strength of 
lighter brand not 
the same effect 
Participant: So in the beginning it’s frustrating that you are not getting the 
same effect that you would get with a regular menthol. 
Cigarette 
strength- not the 
same effect 
 
Moderator T: Okay.  Okay. 
 
Moderator T: So here we are coming to our last question.  So we are developing this program 
and taking all this input in.  So what would you like to [I think we may have hit upon it already] 
what would you like to stress to African American/Black smokers?  What would you like to feel 
what is important to discuss with them to stop smoking about this program?  What do you think? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: They need to  […] once my kids found about my medical 
history… Really how we felt.  That affects me.  Whatever they tell me not 
really a picture or any thing like that. Then once I was in nursing school I 
learned that if you stop smoking and actually regenerate damaged lungs.  
Once you stop 5 or 7 years.  So its like to me I know I can always get better.  
You know what I mean.  Like they say within 5-7 years your lungs start to 
recover its like I still have time. I still have time but then these years go by.  I 
think when first I started smoking when I was like 27 or 33.  So I am like that 
based on time I still have time I can get better. 
Impact on 
children 
Regeneration of 
lungs 
 
Impact on 
longevity 
 
Moderator E.  How about over here?  We have not heard much from this table.  Tell me a little 
about what you think we should be stressing to other African Americans about smoking? 
 
Participant: I think you should stress the fact that how much it affects us.  
Like I said as soon I smoke a cigarette.  I just feel I get lightheaded and 
everything.  I get weak.  Yeah.  That would stop me from smoking another 
one later.  You know what I am saying.  I just think we should try to find 
things to occupy our time and minds.  As long I make the time I like I say. 
[Unintelligible]. I have time to go outside to have cigarettes.  You know I am 
trying to make time for it. If I can find time for something else. 
[Unintelligible]. You know thinking about a cigarette. 
Lightheaded 
Weak 
 
Activities to 
occupy mind 
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Moderator E and T: How about you?  Over here? 
Moderator E: So [Participant name], what do you think? 
 
Participant:  I think there are more effective and different ways of handling 
stress versus smoking… 
Moderator E:  So different ways to handle it? 
Same Participant: Yes. 
Handling Stress 
 
Moderator E and T: What about over here?  How about over here?  What do think we should be 
telling other African Americans about smoking? 
 
Participant: If you find some research with the younger generation first as 
though.  I mean. I mean …you see the things that happen now a days with 
you know excuse my language I got a nasty mouth.  The [foul language 
about men worried about sex and women about hair].  If you tell a man if 
you keep smoking [your stuff…foul language] will be smoked. I guarantee 
you would stop that day.  So if  [foul language] keep smoking [foul 
language] I guarantee you stop right there.  Find something that where it is 
going to hit him where it hurts.  [Several participants laughing at comment] 
Moderator E: So helping people understand the impact of smoking will have 
on sexual function? 
Same Participant: Yeah.  Seems like that works… 
 
Impact on sexual 
function 
Moderator E:  How about over here? 
 
Participant: Broadcast all the stuff that is in cigarettes. Ingredients in 
cigarettes 
 
Moderator T:  Broadcast?  Oh, emphasize what is in the cigarettes?  
Moderator E: [Multiple discussions ongoing] One at a time.  One at a time. 
Moderator T: Basically what you are saying what is in it, nicotine, whatever? 
 
 
Same Participant: And all that extra stuff that I hear is in there. 
Ingredients in 
cigarettes 
Participant: I heard that. Ingredients in 
cigarettes 
 
Participant: The surgeon general gives you a no warning sign on the cigarette pack 
 
Participant: But that’s like saying [foul language] that are pregnant don’t 
smoke this but you still do it. 
No impact of 
surgeon general 
warning on 
cigarettes 
 
Moderator E: So what does the surgeon general say? 
Participant: Yeah.  Pull it out. 
Participant: [Reads verbatim from cigarette pack] Greatly reduces serious risk to your health. 
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Moderator T: [Multiple discussion ongoing] So, so.  One at a time, please. 
 
Participant: Our food is allowed to tell us what nutrient is in it why isn’t that 
way about cigarettes? 
Surgeon general 
statement not 
specific with 
cigarette 
ingredients 
 
Moderator T: So you just read the statement so do you all believe this what the Surgeon General 
is saying? 
 
Focus Group 1 Transcript Initial Coding 
Framework 
Participant: I mean if you actually think about it what you all are telling us 
that for health risks but you all also letting us buy this whole pack. 
Moderator T: Ok.  
Same Participant: So you all contradicting yourselves. 
Distrust of 
healthcare 
professionals 
Participant: So they stop selling 25 packs.   
Participant: Yup 
Participant: Now it went down to 20 pack and they just took 5 away. 
Number of 
cigarettes in the 
pack 
 
Moderator E: How about you?  What do you think we should be telling other African Americans 
about smoking? 
 
Participant: Um.  [Unintelligible]. African American women at more risk for 
cancer more at risk though.  [Unintelligible]…smoking might be a risk. 
Risk of cancer 
 
Participant: You all skipped me?  
 
Moderator E: No we are coming to you. 
Same Participant: All right, I would say to every African American the 
statistics around other blacks they say we are the most highest group that you 
know receive lung cancer about smoking cigarettes I would impress/express 
that more and some.  And like, have like coping groups for cigarettes.  You 
know how they got drug programs and alcohol programs maybe have 
cigarette programs. 
Risk of Cancer 
Smoking support 
Groups 
Participant: Like CA---cigarettes anonymous. 
Group: Yeah. 
Smoking support 
Groups 
Participant: It’s a lot of times that something is mentally bothering me and I 
have nobody to talk to.  So I go outside I think to myself, talk to myself and 
but I am smoking a cigarette. It is giving me something. It is habitual.  
Multiple Participants: Agreeing to comment. One comment about stress. 
Same Participant: [Unintelligible]….You see each others going outside to 
smoke, so like do not go or something. But there is nobody there.  I am the 
only one who smokes in my house. 
Lack of support:  
Smoking is 
habitual  
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Participant: [Unintelligible] I feel like … telling yourself you need a cigarette… 
 
Moderator T: One moment everyone.  [Multiple conversations ongoing about needing a 
cigarette]. 
 
Moderator E: All right I just want to make sure I heard what you are saying.  So you are saying 
that smoking cessation group like smokers anonymous that could offer you skills, but also 
support for some of your issues that you might be going through, like some of you were talking 
about stress. 
 
Participant: I started smoking when it was nice and cool.  I started smoking 
when I was 13.  I had a rough childhood.  That’s a long time to be smoking 
and try to just quit. Your body [unintelligible]. Well before I was 16, I was 
already dependent on a pack of cigarettes… 
Nicotine 
addiction 
 
Moderator E: How about smokers that were pregnant?  What are your thoughts? 
Participant: That’s what made me stop. Stopped smoking 
due to pregnancy 
 
Moderator T: When you got pregnant that made you stop smoking?  Once you got pregnant you 
stop smoking. 
 
Participant: Me too. It’s a whole different feeling. Stopped smoking 
due to pregnancy  
Participant: You start feeling sick and stuff. Pregnancy and 
health issues 
 
Moderator T: [Multiple discussions ongoing]. So just make sure we heard everyone correctly so 
when you got pregnant that was it? 
 
Participants: Yeah. [Group with multiple conversations] Stopped smoking 
due to pregnancy 
Participant: I started smoking right after I had him [unintelligible]. Smoking after 
pregnancy 
 
Moderator E: What caused you to start smoking?  [Participant trying to answer question for 
another participant].  No don’t answer for her? 
 
Participant: What made me start smoking? 
 
Moderator E: You said you didn’t smoke while you were pregnant?  
 
Same Participant: No, I never smoked until after I had him. 
Moderator E: So what was it that was just like all right I had to have 
cigarette?  I got to try a cigarette? 
 
Life situation 
Stressful events 
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Same Participant: It probably was that.  But then again it was like I just had 
a baby.   
 
Another participant: Was you around people that smoked? 
 
Same Participant:   [Unintelligible…foul language]…and I was on.  Like I 
was outside I was drinking I was chilling.  I was trying to help my situation 
out with my hommies and it just hit me.  She lit a cigarette and I was like 
you know what give me one of those. It was over.  [Laugher]  When I had 
the cigarette. It was like right before I had the cigarette.  My head and mind 
was just up here [gester above head] somewhere.  Oh my God it hurts.  
Then the minute I lit it.  It was like it just calmed me down. …it works. 
[Unintelligible]. 
Moderator E: So what you are saying is that your own situation the 
stressfulness of it really caused you? 
 
Same Participant: It was just too much.   
Moderator E: And then you were around people that were also doing it and 
doing other things like alcohol and stuff?  
 
Same Participant: But I always been around that and it never influenced me. 
 
Moderator E: So that never influenced you.  It was more the situation. 
 
Same Participant: Yeah it was more the situation.  It was just too much on 
my heart you know the way body is set up I am not about the jail life so I 
smoked a cigarette. 
 
 
Participants: I don’t want to touch no drugs.  [Unintelligble].  [Multiple ongoing conversations]. 
 
Moderator E:  So is there anything else in closing that you think that we should be including or 
addressing. 
 
Participant:  You all [Unintelligible]. 
Moderator E: All right.  Okay.  So the last thing we are going to do.  We want each of you to 
come up to us and ask you two more questions in private and we are going sign out your gift 
card.  Okay.  On behalf of Fox Chase Cancer Center, Terri and I would like to thank you for your 
patience for your input really appreciate that and anything else you want to add. 
 
Moderator T: Thank you for being honest and vocal and participating.  So that is the most 
important thing.  So we also have more information on lung cancer screening. 
 
Moderator E: Oh yeah.  Let me just ask you …share some information with you.  So couple of 
the things came up here today are going to be answered here (holding up lung cancer handouts) 
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So we do have a brochure on lung cancer there is a lung smoking cessation program.  This one at 
Crock center that is free.  We can talk about maybe bringing one here [Center Contact]?  
Center Contact: Yes.   
Moderator E: All right.  We can talk about bring our smoking cessation program here to help 
you.  
 
Participant: So you guys have your own program. 
 
Moderator E: We do have.  We are part of the Temple system you can go to Temple about your 
smoking cessation or we can come to you.  So let me tell you a little about smoking.  There is no 
cigarette that is a safe cigarette.  Whether its light, whether it is electronic because you are still 
sucking in okay.  That the first thing.  Whether it is chewing, cigars, vaping, none of its good.  It 
all puts you at risk for lung cancer.  There is a lung cancer screening test but here is the problem 
you have to be 55 and older.  Are any of you 55? 
 
Group of Participants: No. [Note: The one responded in age group 50 – 59 stepped out of room] 
 
Moderator E: So you can be damaging your lungs for all those years and not know it until you 
are 55.  So which is it point going to be early or too late? 
 
Group of Participants: Too late.  
 
Moderator E: Okay.  As soon as you stop smoking your lungs begin to repair.  That is the first 
thing you need to know.  Immediately.  Within 24 hours they begin to repair.  Every year you 
stop smoking you decrease your risks for lung cancer.  It is the one cancer one of the cancers that 
does not have symptoms until its too late.  So there is no lung that you can see or feel.  There is 
nothing like that by the time you are diagnosed it is already advanced.  It is an addiction there are 
things that cause you to smoke and it will take several attempts to quit smoking.  So when you 
try to quit and it does not work just get back on the horse.  Sometimes it takes 6 times, 7 times, 8 
times, okay.  The point is to find like [Blank Name] saying to find other things to occupy your 
time.  So you don’t feel like it.  It will make you age quicker you will get more wrinkles because 
you are depriving your face of oxygen.  Your lungs as well.  It contributes to cervical cancer, 
kidney cancer, bladder cancer, colon cancer, breast cancer, and uterine cancer.  So when you 
smoke you are not just affecting your lungs you have all the risks of all those other cancers.  In 
addition to that it increases your blood pressure and increases your risk for stroke.  The highest 
things African Americans are at risk for are: heart disease is number 1, cancer is number 2, 
stroke is number 3.  The last thing that I will tell is that if smoke around children.  Children are at 
even a higher risk for asthma and many other diseases because their lungs are not quite as 
developed.  So in addition to all those things you are putting your children at risk.  So what I 
want you to know is that when you smoke it changes your brain function and you have to change 
those re-wirings.  It rewires you.  That is what makes it so hard that is why it’s an addiction.  So 
what we want really help to do is understand it and help you rewire because it is not easy.  It is 
like trying loose weight. Not easy.  It’s like trying to get rid of something or someone in that you 
do not want in your life.  Sometimes not easy.  Right.  So this is really just one of the few.  You 
have overcome a lot.  You are here.  You have succeeded in overcoming a great deal. This is one 
thing you can also conquer with help and support.  Okay.  So I want to thank you.  There is stuff 
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in here.  This is the free program at the Crock Center.  We will talk to [Center Contact] about 
maybe bringing it here.  Then also for those of you with a love one over 55 years older that 
smokes, you might want to share this.  Of course this is for you [pamphlets on lung cancer and 
smoking].  All right any questions? 
 
Group of participants: No  
 
Moderator E: About smoking about lung cancer?  All right I need for you to come up 1 at a time.  
Moderator T: Thank you everyone.   
Moderator E: All right.  I will do one and she will do one.  Some of you come over here.  
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Appendix J 
Focus Group 2 Coding of Transcript 
Date: January 31, 2017 
Moderators: Terri L. Washington (Drexel University- DNP Program) and Evelyn Gonzalez (Fox 
Chase Cancer Center) 
 
Moderator E: Smoking contributes to about 80% of [lung] cancer.  Not everyone who smokes 
gets lung cancer and not everyone from smoking they can have asbestos, mesothelioma, different 
kinds.  But 80% is smoking.  So if we stop smoking we reduce our risks.  However, what we 
want to do and Terri you can talk about what you are doing.  She is a nursing doctorate student.  
She is going to be a PhD and you are helping her get there. 
 
Moderator T: So I know I contacted a lot you via phone -mail, text.  I sent a couple of texts last 
night and then I stopped.  I said I think people were getting tired of my texts.  Thank you.  I 
know a couple had signed up back in December.  We had to cancel due to low turnout.  So what 
we are going to do today, we are going to take time, because as Ms. Evelyn said lung cancer 
affects African Americans/Blacks.  Right.  We have the highest incidence of lung cancer.  We 
die from lung cancer. 
Participant: My mother died from Stage IV lung cancer. 
 
Moderator T: Yes, there you go.  And so what we are going to do today.  We are going to go 
through some forms.  We are going to talk about some of your experiences with smoking and 
trying to stop smoking and also since you are experiencing it how can you help others based on 
your experiences, help us develop a program to help stop smoking.  There are a lot of things out 
there.  I know you have experienced a lot, but something is not working.  And so we decided to 
come to you.  You have the experience.  So that is what we are going to do.  We are going to 
take about 1 hour.  We are going to sign some informed consent forms so you understand what is 
going on.  You will be audiotaped.  I just want you know that your name will not be disclosed or 
associated and that is part of the rules of the focus group.  Don’t say your name- use “I”. 
 
Moderator E: You can say your name. 
Moderator T: You can say it but we will block it out.  But try to say “I”.  Let us be respectful of 
each other.  Let’s agree to disagree. 
Moderator E: You can say my name is Beyoncé.  [A lot of laughter from participants] 
Moderator T: Yeah Beyoncé.  If you have a phone call or something like that just take it outside.  
[Multiple participants agree] 
Moderator E: There are the rules back there.  [Moderator T goes to Large Post It note with rules] 
Moderator T: Ms. Evelyn has trained me so well I got it all in my head.  She taught me so well! 
All Participants: Very good 
 
Moderator T:  So whatever happens here? 
All Participants and Moderator T: Stays here. 
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Moderator T: I already said be respectful, Use the “I”.  Mute the phone.  One person talking at a 
time.  And no question is ever dumb.  Nothing.  Because we all have different experiences let’s 
all share it. 
Moderator E: We all hear different things.  Let us face it you know. 
Moderator T: Exactly, there is no judgment.  And no side bar chatting.  And everyone.  And 
everyone we are going to encourage you to participate, okay.  So those are our rules of 
engagement today.  So [Contact for Center] thank you for helping us here to get sorted.  So we 
are going to go one by one and go through the forms and then we will start with the questions.  
Okay. 
 
ARS system not working and demographic information gender, age, education level, 
employment status, health insurance, current smoker in house, pack years of smoking, perceived 
risks collected from participants via print copy of ARS questions. 
Contemplation Ladder explained to participants with ladder rungs 0 – 10.  Participants manually 
recorded their score on the form.  Heaviness of Smoking Index explained to participants.  The 
participants manually recorded their score on the form.  REALM-SF administered by Evelyn and 
Terri to participants and score recorded on the form. 
 
Moderator T: Contemplation Ladder how often you are smoking etcetera, so we have all that 
completed.  So one of things we want to ask everyone.  I feel like I have to stand in the center of 
the room here.  [One of the participants agrees].  So can you all talk about what is making you 
want to stop smoking?  What is influencing your decision?  Why do you want to stop smoking?  
What is it? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
3 Participants:  Health.  Health reasons.  Health. 
 
Health reasons 
 
Moderator T: Okay 
 
Participant: Out of breathe. Health reasons-
shortness of breath 
Participant: Cannot walk up the steps. Health reasons-
Difficulty walking up 
steps 
Participant: It is health reasons basically. Health reasons 
 
Moderator T:  You are saying health reasons [Participant was nodding head yes] 
 
Participant: Cough too much. Coughing 
Participant: Economics Economics 
 
Moderator T: You were saying? 
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Participant: Cannot walk up the steps. Plus my mother just died from 
Stage IV lung cancer. 
 
Moderator T: All right.  So for you it is your family history and just 
trying to get up the steps. You are short of breath.  [Same Participant 
states um hum].  Oh okay that is a strong motivator isn’t it? [Same 
Participant states yes] 
Difficulty walking up 
steps 
Family history of 
lung cancer 
Participant: That is for me.  Short of breathe. 
Moderator T:  Same thing short of breathe. Shortness of breath 
Participant: Cannot walk a little distance. You know.  You are catching 
your breath. 
Shortness of breath 
Participant: Me the same thing.  Health reasons. Health reasons 
 
Moderator T:  So I am hearing a lot of health reasons and yours is? 
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Participant:  My daughter is having a baby.  Longevity. 
Moderator T: So you want to be there for the grand daughter. 
Same Participant: For the baby. 
Moderator: Okay. 
Birth of grandchild 
Longevity 
 
Participant: I got my 16 year old in the house and stuff.  And she is 
having a problem. She is already asthmatic. 
Moderator T: Oh okay. 
Same Participant: I try to go to a different part of the house to smoke.  
That stuff travels all over. In my clothes, too. 
 
Moderator T: So.  [Multiple conversations ongoing]. Can we have one 
conversation at a time you all?  So you are saying you have this 16 year 
old in the house. [Same Participant is agreeing]. The smoke is going 
everywhere [same participant is agreeing] and it getting on your clothes 
Same Participant: Yes.  And on the clothes. 
Moderator T: Got it. 
Same Participant: And she got asthma and its bothering her. 
Moderator T: Got it.  Okay. 
Same Participant: She got on Septa one day and somebody smelled 
cigarette smoke on her clothes 
Moderator T: All right.  All right. 
Family member with 
asthma 
 
 
Smoke throughout 
house 
 
 
Smelled smoke in 
clothes 
 
Second hand smoking 
 
Moderator T: [To another participant] You said health reasons too.  That was your primary thing.  
 
Moderator E: [Delete participant name] How about you? 
 
Moderator T: I am hearing a lot of shortness of breath. 
 
Participant: Health  
Moderator E: Health.  Mostly health reasons, okay. 
Health reasons 
Participant: Mostly health.  Yeah. Health reasons 
Same Participant:  Yes and nod of head. Health reasons 
Participant: Getting older. Aging 
Participant: Can’t run you know. [Moderator T: Okay]. Shortness of 
breath. 
Shortness of breath 
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Moderator E: I am sorry we are in the middle of a focus group now and we cannot stop I know I 
am sorry [Door opening and someone trying to join the focus group]. 
 
Participant: Health reasons.  Shortness of breath. Health reasons 
Shortness of breath 
 
Moderator T: So I hear a lot of health reasons and shortness of breath, age.  I hear longevity, 
because of the grand daughter. 
 
Participant: Second hand smoke 
Moderator Second hand smoke [Group: shaking heads to agree] 
Moderator: Okay, all right. 
Second hand 
smoking 
Participant: Do not forget the nastiness, the smell. 
Moderator T: Oh the odor 
Participant: The odor yeah. 
Moderator T: Okay, all right. 
Cigarette odor 
  
Participant: The clothes. 
Moderator T: That is the second time that I heard the clothes Ms. Evelyn.  
A lot of that. Okay 
 
Odor in clothes 
 
Participant: Sorry, some of us have rides coming.  
Moderator T:  Okay what time.  Participant stating that ride may be down there now.  Okay. 
Moderator T: So, can you talk about any type of diseases you may develop from smoking like 
anything you can think of?  What can you develop from smoking? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
Multiple Participants: Emphysema Emphysema 
Multiple Participants: Cancer Cancer 
Multiple Participants: Lung Cancer Lung Cancer 
Multiple Participants: Bronchitis Bronchitis 
Participant: Throat Cancer Throat Cancer 
Multiple Participants: Asthma, including children Asthma 
 
Moderator T: Okay, all right. 
 
Moderator T: So let us talk a little bit how you have tried to stop smoking.  What have you done 
to try to stop smoking? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
Participant:  I was taking Chantix the pill. 
Moderator T: Okay 
Chantix 
Participant: I had the patches. 
Moderator T: You had the patches.  [Participant shaking head to 
Patch 
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confirm]. 
Participant: Cold turkey mostly. 
Moderator: Cold turkey.  Here? 
Cold turkey 
Participant: Cold turkey Cold turkey 
 
Moderator T: A lot of cold turkey 
 
Participant: Yeah cold turkey 
 
Cold turkey 
Participant: Cold turkey Cold turkey 
 
Moderator T:  Any.  What have you tried to do stop smoking? 
 
Participant: Nothing really. Nothing 
 
Moderator T: One at a time?  [Multiple conversations ongoing] 
 
Participant:  Um hum the patch 
Moderator T: Oh, okay the patch.  All right. 
Patch 
Participant:  I did cold turkey and I also used the patch. 
Moderator T: Okay [Multiple conversations ongoing] 
Cold turkey 
Patch 
Participant: Smoking less 
Same Participant: The patch and smoking less. 
Smoking less 
Patch 
Participant: Excuse me I would say a um form of force to stop smoking Force to stop 
smoking 
 
Moderator E: Have people tried to quit more than once? 
 
Multiple Participants: Yes 
Moderator E: By show of hands how many people have tried to quit more 
than once?  Moderator counted 1 2 3 4 5 6 7 8 9. Nine. 
Multiple attempts to 
quit smoking 
 
Moderator T: Okay.  All right.  So we have seen a lot of things patches, cold turkey, the Chantix, 
so we had multiple things, okay. 
 
Participant: I had stopped smoking for 2 years and 3 months ago … 4 
months ago I went back. Stuff was going on in the home, you know. 
Moderator T: Okay, so the situation? 
Same Participant: I could not deal with… 
Moderator T: You could not deal with the situation. 
Same Participant:  I did not want to deal with it. 
Moderator: Got it. 
Stopped smoking 
and started again due 
to life situation 
(difficulty dealing 
with issues) 
Participant: Both of my pregnancies I stopped smoking. 
Moderator: So when you got pregnant you stopped. 
Same Participant: Both times, yeah. 
Moderator T: And then after that? 
Stopped due to 
pregnancy  
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Same Participant: I picked back up eventually months later. 
 
Moderator T: All right so I know cigarettes are high in Philadelphia.  [Group:  Agreeing with oh 
yes and un hum].  So basically has that stopped you from smoking or buying cigarettes? 
 
Moderator E: [Multiple respondents at once] So let us go around one at a time.  Go ahead. 
Moderator T: So I heard you say? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
Participant:  Like limited.  Limitations to smoking. That did not stop me 
from smoking them the cost of them.  They just limited it buying a pack. 
 Buying less 
cigarettes 
Participant: Yeah you don’t smoking as many in a day. Smoking less 
cigarettes 
Participant: Try to stretch them. 
 
Smoking less 
cigarettes 
 
Moderator T: Okay.  Here? 
 
Participant:  Yeah the same thing. 
Moderator T: Okay 
 
Smoking less 
cigarettes 
Participant:  I went and found a place that sold cigarettes cheaper. 
Moderator T:  Un hum.  Okay. 
Same Participant: I take SEPTA and stuff and go get them cheaper 
Moderator: Got it.  Okay, you went some place else to find them? 
Same Participant:  Or get me a couple of Loosies for 50 cents 
Found cheaper place 
to buy cigarettes 
 
Buy loose cigarettes 
 
Moderator: Okay.  Here? 
 
Participant: Um, basically just you know slack down on buying them 
due to the price. 
Moderator T:  Okay.  All right. 
Same Participant: Try to stretch what I got. 
Buying less cigarettes 
 
Smoking less 
cigarettes  
 
Moderator T: Okay.  Here? 
 
Participant: Also the same.  Found places that was cheaper.  [Moderator 
T: okay]. And also cut back you know. Bought Loosies made it easier 
stuff like that. 
Found cheaper place 
to buy cigarettes 
Cutting back 
Buy loose cigarettes 
Participant:  It did not matter.  I brought them. 
Moderator T: Okay did not bother you? 
Same Participant: Laughter.  Ain’t cut down on nothing I just brought 
them. 
No impact 
Participant: Found some place cheaper. Found cheaper place 
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Moderator: Found some place cheaper? 
Same Participant: In my neighborhood they are cheaper so… 
Moderator: So you just found some place cheaper. 
to buy cigarettes 
Participant: I found somebody to travel to get them cheaper. 
Moderator: Oh okay, went out found some place to get them cheaper. 
Find a friend to buy 
cheaper 
Participant: Cheaper. 
Moderator: Cheaper? 
Same Participant: Um hum. 
Cheaper 
 
Moderator T: Okay.  All right.  So are you aware of any type of lung cancer screening tests? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
Group: No No awareness of lung 
cancer screening tests 
 
Moderator E: All right lets go around so I can just record? 
Moderator T: So are you aware of any? 
 
Participant: No I am not aware. No awareness of lung 
cancer screening tests 
Participant: No No awareness of lung 
cancer screening tests 
Participant: No No awareness of lung 
cancer screening tests 
Participant: No No awareness of lung 
cancer screening tests 
 
Moderator E: Is anyone aware it? 
Group: No No awareness of lung 
cancer screening tests 
 
Moderator T: Okay 
Participant: Say that again? 
Moderator T: Are you aware of any type of lung cancer screening?  Anything to help… 
Moderator E: You know like you have a mammography? 
Moderator T: Yeah 
 
Participant: I never had it. No awareness of lung 
cancer screening 
 
Moderator E:  For breast cancer [to the group]? 
Participant: Yeah we did that, but no No awareness of 
breast cancer 
screening 
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Moderator T: Do you know about any lung cancer screening? 
Group: No  
 Participant:  I don’t know about it. 
No awareness of lung 
cancer screening 
 
Moderator T: Okay.  So. 
Participant: They have it? 
Moderator E and T: Yes.  
 
Moderator T: We will talk a little about it at the end.  Okay.  So if there were a type of lung 
cancer screening program, like a mammography to check for your breasts would you do it? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
Several Participants:  Yes Yes would participate 
in lung cancer 
screening 
Participant: To find out. Learn about findings 
Participant:  I would be scared to death to do it. 
Moderator T: Okay. 
Same Participant: I don’t want to hear it. 
Moderator T: All right. 
Same Participant:  You know.  That may sound a little crazy. 
Moderator T: It is not crazy [Group: Supporting participant that it is not 
crazy]. 
Moderator T: So if it was explained to you.  You know. What would 
help you go to the lung cancer screening type of program? 
Same Participant: Back up against the wall.  I ain’t got no choice. 
Coughing, coughing up blood stuff like that yeah. 
Moderator T:  Okay. So… 
Same Participant: Serious attack type thing. Yeah. 
Moderator T: Okay 
Same Participant: But now. 
 
Fearful of learning 
results 
Coughing  
Hemoptysis  
 
Moderator E: How do other people feel?  So what is the purpose of a screening test? 
 
Several Participants: To make you aware. Learn about findings 
 
Moderator E: To make you aware [multiple participants agreeing].  So if you had a lung cancer 
screening test that could make you aware if there were any problems, such as the ones you said 
up top [pointing to large post it note with types of diseases from lung cancer] would you go for a 
lung cancer screening test? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
All Participants responded yes [except for one] Yes would participate 
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in lung cancer 
screening 
 
Moderator E: So with the exception of [Participant Name] the rest of you would consider going? 
All Participants responded yes [except for one.] Yes would participate 
in lung cancer 
screening 
 
Moderator T: Okay.  All right.  So if you went and you got the results, right, and it says there 
maybe something there, would that stop you from smoking? 
 
Focus Group 2 Transcript Initial Coding 
Framework 
Several Participants: No No impact  
 
Moderator E: Let us go around one at a time? 
Moderator T: So your answer is? 
 
Participant:  My nerves done got bad from them telling me so I would 
smoke even more. 
Smoke more due to 
results 
 
Moderator T: Okay.  So what about you [Participant Name]? 
 
Participant: I am like in the middle 
Moderator T: Okay 
Same Participant:  You know I don’t think I would not stop right away, 
but then I would gradually decrease if it was bothering my health. Yes. 
 
Undecided 
Decrease due to 
health issues 
 
Moderator T: Okay.  Got it 
 
Participant: I would work on it. 
Moderator T: You would work on it. 
Same Participant: Yeah.  I would try my hardest to stop. Like I am doing 
now. 
Try to stop smoking 
 
 
Moderator T: Here? 
 
Participant: I would try to stop. Try to stop smoking 
 
Moderator T:  You would try to stop?  Over here? 
 
Participant: I would try. Try to stop smoking 
 
Moderator T: You would try? 
Participant: Yeah.  I would quit. Try to stop smoking 
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Moderator:  Ah.  You would quit? 
Same Participant: I would quit yeah. 
Moderator T: So that would force you to say let me stop smoking? 
Same Participant: Yeah. 
 
Moderator T: Okay.  All right we have one here.  Over here?  If you had the results from the lung 
cancer screening came back with okay there is something going on in my lungs or if I have 
cancer, would that encourage you to stop smoking? 
 
Participant: Yes. Try to stop smoking 
 
Moderator T: Yeah. 
Participant: I would try 
Moderator T: You would try? 
Same Participant: Yeah. 
Try to stop smoking 
 
Moderator T: [Participant Name]? 
Participant: I would not even go? 
Moderator T: She would not even go?  I heard that.  All right. Okay.   
No impact  
 
Moderator T: Really quickly I heard mammogram.  Has anyone…any of the ladies had the 
mammogram here? 
 
Several Participants: Yeah.Yes. 
 
Had a mammogram 
 
Moderator T: So why do you keep going back for the mammogram?  What makes that want you 
to go back every year for the mammogram? 
 
Focus Group 2 Transcript 
 
Initial Coding Framework 
Participant: Cause I be good.  I want to find out if anything 
wrong. 
 
Finding out results  
 
Moderator T: Okay. 
 
Participant: Breast cancer runs in my family.  So I am get tested 
just to see if it has gotten in my or if it in my genes 
 
Family history of breast 
cancer 
 
Moderator T: Got it.  Okay anyone else with the mammogram. 
Participant: I like the way I look with my knockers.  Group Laughter. 
Moderator T: Okay I heard that.  Okay.  Have you had mammograms? 
 
Participant: Yes I have. Aging 
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Moderator T: Why do you keep going back? 
Same Participant: Age.  Getting older. And they request that I 
go. 
 
Unidentified source 
requested mammogram 
 
Moderator T: Okay 
 
Participant: I never had one. 
 
No history of mammogram 
 
Moderator T: You never had one.  Okay.  So really quickly so when you go to that mammogram 
what is it that you know you keep going back.  What makes it a good experience for you?  Why?  
Is there something… 
 
Focus Group 2 Transcript 
 
Initial Coding 
Framework 
Participant: The test comes negative or whatever the case maybe. 
Moderator T: So when the test results come back and you say okay 
that… 
Same Participant: That is a blessing.  Yeah. 
Moderator T: That is a blessing.  That is what makes it good experience 
for you.  Here? 
 
Negative results 
Finding out results 
Relief of negative 
results 
 
Participant: Say that again? 
Moderator T: So what keeps you going back for the mammogram?  What makes it a good 
experience for you? 
 
Participant: Getting it?  Getting the good results. 
Moderator T: Getting the good results. 
Same Participant: I want to keep it like that. 
Good results 
Maintaining good 
results 
Participant: Likewise.  My doctor just told me that I have not taken one in 
years.  So she signed me up for it and I just went and took another one. 
 
Good results 
Physician reminder 
for mammogram 
 
Moderator T: Okay.  So if we are going to develop a program for the community what type of 
programming would you like to see?  What would you like it to look like for stopping smoking?  
You are here today and if you were to say okay I am going to this stop smoking program what 
would you want? 
Participant: What would it be made of? 
Moderator E: What do we have to include? 
Moderator T: Yeah what do we need? 
Participant: You know what you need? 
Moderator T: What I need? 
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Focus Group 2 Transcript 
 
Initial Coding 
Framework 
Same Participant: The stuff that I have seen on TV.  The inside of what 
your body can look like from the smoking. Your lungs. You know your 
[intelligible] stuff. What smoking can do to that [Another participant 
stating insides]. Graphic design. 
Moderator T: You want a graphic picture of like how it destroyed your 
body over time smoking.  Is that what I am hearing? 
Same Participant and additional participants: Yeah 
Commercials with 
graphic pictures of 
smoker lungs 
 
Moderator T: I am hearing yeahs. 
Moderator E and T: What else? 
 
Participant: I would say the withdrawal.  Well it is like the withdrawal, 
the cravings that you get when you first stop.  
Moderator E: So dealing with the cravings? 
Same Participant: Right so you do not smoke because that comes up.  So 
it is like to work on the mind. 
Moderator T: All right. 
Same Participant: Or so it is like so much holding a cigarette in the 
fingers.  You know like that. Something else you can do with that to 
work on those effects. 
Symptoms of 
withdrawal  
Working on effects 
of holding cigarettes 
 
Moderator E: What else? 
Moderator E and T: Anything else?  What else? 
 
Participant: Something to help us work with to stop smoking. 
Moderator T: Okay 
Same Participant: Like the cravings. 
 
Cravings 
 
Moderator E and T: Anything else? 
 
Participant (Same participant that described using graphic pictures): 
Come up with some kind of pictures like with you and you smoking and 
your little child or a kid sitting right in the room with you. And they kind 
of coughing and everything like that from the effects of the smoke. 
 
Pictures of second 
hand smoking and 
children  
 
Moderator T: Okay 
Moderator E: So you want us to show the impact of smoking on children.  So second hand 
smoking. 
Moderator T: Smoking on children.  Okay.  All right. 
Moderator E: So let me ask you a question [to participant describing graphic picture and impact 
of smoking on children].  So you had mentioned that you thought that if you could see what the 
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body looks like inside that would be beneficial.  That would be helpful.  So can you talk a little 
bit about why you did not feel the same way with the screening test?  So the screening test would 
show you that but not what it looks like for everybody else.  It would show you your own 
personal insides.  So how.  So on the one hand you are saying no I do not want to go cause I do 
not want to know and on the other hand you are saying but that would be helpful. 
 
Same Participant: Yeah that would be helpful like worldwide. 
 
Moderator E: But I am only worried about you now.  So not that I do not care about everybody 
else, but I want to hear what girlfriend has to say.  
Moderator T: What is going to convince you to go?  What is it?  What will help you? 
 
Same participant: You know what would really help me cause I am a 
hard head. I think that the affect about my children and encouraging 
me to getting older.  You know stop smoking and I had burned 
myself a few times falling asleep with cigarettes in my hands and 
stuff. 
 
Impact on children 
Falling asleep with 
cigarettes 
 
Moderator T: Okay.  All right. 
 
Same Participant: So kind of the encouragement from your family 
members. 
Moderator T: Okay.  Okay.  Encouragement from the family.  Okay. 
 
Encouragement from 
family 
Participant: Making up your mind to do it.  You know because the 
encouragement has to come from within myself. 
Moderator T: Okay. 
Same participant: I have to be encouraged to want to do it.  
 
Self encouragement 
 
Moderator E: At the end of the day it does not matter who are doing it for, if you do not do it for 
yourself. 
Group: [In agreement] Right. 
Moderator E: You can say your doing it for your children and that is a valid point.  You quit for 
both pregnancies [looking at participant who stopped smoking due to pregnancy].  So she did it 
for her baby.  Okay.  But at the end of the day what happened?  She started smoking again 
because it was not for her.  She was doing it for someone else.  So at the end of the day there has 
to be some seed, some kernel in your being that this is for me. 
 
Participant: Cause we know how to stop.  We just do not know how to 
stay stopped. 
 
Addiction 
 
Moderator E: Right.  The issue with tobacco is this, it is an addiction.  It is not a behavior.  When 
you smoke the chemistry in your brain changes.  Okay.  And the more you smoke the more you 
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change it to what it is.  So you have to hot wire.  It is hot wired.  You need to re-programming.  
And the only way to do that is to do smoking cessation services.  Sometimes you have use 
Chantix and a patch or a patch or lozenge depending on how long you have been smoking.  We 
do have a smoking cessation class.  However, what we really want to do is make sure that it 
appropriate for everyone.  So it just that your brain is hotwired differently.  Okay, we need to 
wrap up here. 
Moderator T: Yeah we have one… before giving gift cards out have one quick question.  So 
what is it that you want to emphasize to the African American community?  
Moderator E and T: What do they need to know? 
 
Participant: Help is available. 
Moderator E: Help is available 
Multiple participants: Help is available 
 
Help is available 
 
Moderator E and T: What else?  Anything else? 
 
Participant: It can cause cancer. 
 
Cause cancer 
Multiple Participants: It can kill you. 
 
Cause death 
 
Moderator T: Anything else? 
 
Participant:  Valuable information.  Very valuable information 
 
Participant: Sometimes that do not matter because people still continue to 
smoke. We know that it can kill us, but it’s deadly, it’s deadly. 
 
Cause death 
May not impact 
some people-
continue to smoke 
Multiple Participants: They see somebody dying from it Cause death 
Participant: I watched my mom, ate her up to she was 30 pounds. She got 
to weigh 30 pounds. All she was skin.  [Moderator T: listening intently 
and saying um hum] No meat. Just skin and bones. 
Moderator T:  So that is it. 
Same participant: It really takes a toll. 
 
Death of family 
member 
 
Moderator T: All right anything else?  So all right.  I think we got it good.  Yeah.  
 
Participant: Some success stories 
Moderator T: Some success stories.  
Same Participant: Yeah 
 
Success stories 
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Moderator T: Got it.  Okay.  Success stories.  All right.  Okay.  All right.  So just for two seconds 
everyone.  Thank you very much.  I know we had a lot of forms.  [Multiple participant saying 
thank you].  Thank you for your time.  Thank you for being honest.  And like Ms. Evelyn said 
there is a lung cancer screening program.  Lung cancer screening is basically it is like an x-ray 
that takes pictures of your lungs, right.  And it is for.  There is a screening test but it is for age 55 
and older.  And so when you are smoking over time you are damaging your lungs and do not 
realize that it is doing that. 
 
Participant: Oh and one thing also that I just remembered that people may 
not be aware of the benefit of stopping smoking also reverses. 
Moderator T: Exactly 
Same participant: When you stop smoking cigarettes your lungs do 
rehabilitate.  
Moderator T: Yes and that is important. 
Same Participant: And they heal themselves. 
Regeneration of 
lungs  
 
 
Moderator T: So over time that is an important thing.  So what we want to encourage you do not 
give up.  Please do not give up.  What you are giving us today is going to be very helpful 
because we need to change the programs for what we are doing for the African Americans. 
 
Participant: And younger too. 
Moderator T: And emphasize in the younger population.  Okay 
Younger generation 
 
Moderator T: So thank you everyone for your time.  If you wait a few minutes Ms. Evelyn will 
sign out your card for you okay. 
 
Multiple participants responding thank you.  
 
 
